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Surgical Management of Conditions and 


Diseases Affecting the Liver 


HERBERT ACUFF, M.D., F.A.C.S., F.1.C:S. 
KNOXVILLE, TENNESSEE 


ing organ of any magnitude in the 

body which has not been completely 
mastered by the surgeon. It is wise to 
evaluate consistently the present knowl- 
edge of surgical diseases and conditions 
of the liver and explore the possibilities 
of still greater surgical potentialities in 
diseases that affect the liver (Fig. 1). 

Abscess.—Two types of abscess en- 
countered in the liver will be discussed; 
namely, amebic and pyogenic. 

It is difficult to conceive of two infec- 
tious processes involving the same organ 
and yet being so widely different. For the 
one — amebic abscess — the treatment is 
simple and the prognosis excellent, while 
for pyogenic abscess in the liver the treat- 
ment is most difficult and the prognosis 
grave. 

Amebic abscess results from direct in- 
fection with Entamoeba histolytica, which 
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[ine liver is perhaps the one remain- 


passes from the colon along the portal 
vein into the liver, where the infection 
seems to produce a liquefaction type of 
necrosis in the hepatic cells, resulting in 
abscess formation. 

Although the amebic infestation is pres- 
ent in 5 to 20 per cent of the population 
of the United States, it is observed in- 
volving the liver in only about 5 per cent 
of the cases. It is significant that in one- 
third of the cases of liver involvement 
from E. histolytica the issue is fatal. It 
is of value to know that this disease is 
seen most often in white men between the 
ages of 25 to 50 who have lived in the 
tropics. 

The abscesses may be multiple but are 
single in 70 per cent of the cases, and 85 
per cent occur in the superior and pos- 
terior portions of the right lobe of the 
liver, presumably because blood from the 
intestine goes to the right side of the 
liver. Multiple smaller abscesses tend to 
coalesce into a larger single abscess for- 
mation, often reaching a diameter of 10 
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to 20 cm. In a patient who is known to 
have amebic dysentery the abscess is rec- 
ognized by the presence of fever, pain 
and tenderness over the liver area. Or, 
if the patient is not a known carrier, the 
presence of these symptoms, supplemented 
by rigor, rigidity over the upper right 
quadrant of the abdomen, right shoulder 
girdle and right iliac fossa, pain, enlarge- 
ment of the liver, basal lung signs, sweat- 
ing and a sallow complexion, are cor- 
roborative. 

The white blood cell count is elevated, 
although polymorphonuclears are not in- 
creased in direct ratio. Roentgenograms 
taken in the anteroposterior and lateral 
views are decidedly accurate in confirm- 
ing the diagnosis of liver abscess; fluoro- 
scopic screening will show fixation of the 
diaphragm. The sigmoidoscope must al- 
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ways be tried for diagnosis and often 
gives valuable information as to the pres- 
ence of the organism. 

The complications of the abscess are of 
major significance so far as the mortality 
and morbidity factors are concerned. 
Ochsner and DeBakey (Surgery 13, 1943) 
collected 2,490 cases and noted pulmonary 
complications in 15.8 per cent. The ab- 
scess takes the route of least resistance 
and proximity and may rupture into the 
bronchus and be coughed up by the pa- 
tient as chocolate-colored sputum; it may 
rupture into the pericardium, the stomach, 
the duodenum, the peritoneal cavity or the 
ascending or transverse colon. If no early 
rupture of the abscess occurs, it may com- 
pletely destroy the right lobe of the liver 
(Fig. 2). 


Treatment.—In any case in which 
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Fig. 1.—Outline of presentation. 
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Fig. 2.—Most frequent sites of extension from abscess formation in the liver. 
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nosis is confirmed, this medication is con- lowed by 14 grain of emetine bismuth 
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iodide for ten successive days. Daily rectal 
retention enemas of 2.5 per cent of 
quinoxyl should be given concurrently 
with the aforementioned drugs. Even 
when abscess formation is present but 
very small, such a treatment is highly ef- 
fective. 

Carbasone given twice daily for eight 
days may well follow the aforementioned 
treatments. If these measures do not con- 
trol the progress of the condition, aspira- 
tion of the abscess, with use of a trocar 
and a cannula, is indicated and is much 
to be preferred to external drainage. The 
abscess having been localized by physical 
signs and roentgen study, the most proxi- 
mal route to the lesion should be used, 
and the needle inserted to a depth of not 
more than 3 to 314 inches (7.5 to 8.8 cm.) 
for fear of entering the major blood ves- 
sels. The direction should be always in- 
ward and upward. The particular blood 
vessel to guard against in aspiration is the 
vena cava (Fig. 3). 

Usually the aspirated pus is sterile or 
almost sterile, but if it is found to be 
teeming with pyogenic organisms, open 
operation is necessary for adequate drain- 
age. The infected zone should be packed 
off carefully in order to prevent involve- 
ment of the peritoneal cavity. 

One of the favorite approaches, because 
of the usual location of the abscess, is 
posteriorly in the seventh or eighth inter- 
space. A portion of the overlying rib is 
resected, the capsule of the liver is stitched 
to the parietes, and after incision a large 
drainage tube is inserted. Since this point 
of election is on the posterior portion of 
the right lobe, drainage may be done with 
relative impunity. It is possible to lower 
the incision to the twelfth rib, push the 
pleura upward and enter the liver abscess 
extraperitoneally. After the cavity has 
been aspirated, the instillation of some 
50,000 to 100,000 units of penicillin with 
appropriate sulfonamide therapy is of 
value. 

Aspiration of a liver abscess is not an 
office procedure. The patient should be 
hospitalized and appropriate supportive 
treatment given before the operation and 
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after. The after-treatment should consist 
of a full course of emetine and colon 
enemas of 2.5 per cent quinoxyl. 

Pyogenic Abscess.—These abscesses en- 
ter the liver by the portal vein from in- 
fection in some area drained by the portal 
system. They also come by the hepatic 
arteries, as in cases of septicemia, furun- 
culosis or appendicitis, and by direct ex- 
tension from diseases of the gallbladder 
or from perforated wounds of the liver. 
The microorganisms observed usually con- 
sist of the colon groups—streptococci and 
staphylococci, pneumococci, Alcaligenes 
faecalis, clostridium perfringens, typhoid 
bacilli, etc. It is generally agreed that in 
50 per cent of the cases these abscesses 
arise from acute suppurative appendicitis 
followed by pylephlebitis, which latter 
arises in inflammation of the ileocolic 
veins. 

The location of the pyogenic abscess 
in the liver depends upon the route of the 
infection. If it is by continuity, it may be 
located anywhere in the liver; if it travels 


~-by the hepatic arteries or the biliary tree, 


the infection will be diffuse; if by the 
portal vein, it will depend upon the loca- 
tion of the primary lesion. If the superior 
mesenteric vein is at fault, the right lobe 
of the liver will be more affected, while 
if the area drained is by the inferior 
mesenteric vein, the left lobe will be in- 
volved. 

The disease is approximately three 
times more common in the male than in 
the female, and the greatest per cent is 
tound in persons between 30 and 40 years 
of age. Usually the abscesses are single, 
but they may be multiple, rarely reaching 
1 cm. in diameter. The symptoms here 
are those of chills, fever, marked tender- 
ness over the liver, atelectatic signs in the 
bases of the right lung and, usually, jaun- 
dice. It should be mentioned in passing 
that pylephlebitis is one of the first things 
to be considered if a septic temperature 
and rigors are noted among the complica- 
tions in operations for appendicitis, hem- 
orrhoids, etc. Certainly hemorrhoids 
should never be operated upon when they 
are in the acute, inflamed stage. 
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Fig. 3.—Technic of aspiration. 


Prior to the day of antibiotics the mor- 
tality rose as high as 50 per cent in cases 
of single pyogenic abscess of the liver, and 
if there was extensive involvement of the 
liver, the mortality was 90 to 100 per cent. 
The prognosis is exceedingly grave in the 
presence of multiple abscesses. The most 


common complications of the abscess are 
rupture into the pleural cavity or into the 
lung, thrombosis, embolism and general 
septicemia. 

Cysts of the Liver—These are noted 
principally in two forms—echinococcus 
cysts and nonparasitic cysts. The echino- 
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coccus cysts are also known as hydatid 
cysts and may occur in numerous places 
throughout the body, particularly the 
mesentery, the retroperitoneum, the liver 
and the lungs. The liver, however, is the 
most common site, with 74 per cent of 
hydatid manifestations appearing therein. 
The infection enters the liver through the 
radicals of the portal vein. Dogs are the 
chief cause of hydatid disease in human 
beings, becoming infected themselves by 
feeding on the offal of infested sheep, 
cattle and the like. 

Hydatid cysts, when seen in the liver, 
have two distinct layers. There is the 
adventitia, which is made up of fibrous 
tissue, the result of the liver’s reaction to 
the parasite, and the laminated membrane 
formed of the parasite itself. A fluid ac- 
cumulates which registers a specific grav- 
ity of 1.005 to 1.01. It does not contain 
albumin, but has occasional traces of 
sugar and appears as a gray liquid. These 
cysts grow very slowly and often do not 
produce symptoms for a number of years. 
As a rule they are painless, and often the 
nrst symptom that presents itself is the 
swelling of the upper right portion of the 
abdomen which is often mistaken for 
hypertrophic cirrhosis or malignant 
tumor. About the only diagnosic sign ob- 
tained from the blood count in these cases 
is the marked eosinophilia. Casoni has 
described an intradermal test, comparable 
to the tuberculin reaction, for which 95 
per cent accuracy in the diagnosis of 
hydatid disease is claimed. 

So long as the parasite lives within the 
capsule or within the cyst wall, the cyst 
continues to grow. If the parasite dies, 
the fluid is absorbed, and all that remains 
are encapsulated, laminated bile-stained 
membranes such as are occasionally ob- 
served at necropsy. Usually, however, the 
cyst enlarges gradually and becomes mani- 
fest by the presence of a definite mass. 
These cysts oftentimes grow to enormous 
proportions and rupture into the intra- 
biliary tissues, where they cause suppura- 
tion and may rupture into the thoracic 
cavity. 

Without the onset of complications, the 
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morbidity is indeed surprisingly low. The 
complications occur as rupture into the 
peritoneal cavity, the alimentary canal, 
the biliary channels or the pleural cavity. 
If rupture occurs into the peritoneum, it 
is accompanied by all the signs of general 
peritonitis and must be treated rapidly 
and effectively, as in the case of peritonitis 
elsewhere. 

Although these cysts are usually single, 
they are multiple in about 25 per cent of 
the cases. Treatment of hydatid cysts of 
the liver is definitely surgical. No drug 
has been identified which has the slightest 
effect upon the course of hydatid cyst 
formation. 

The incision is made at the most domi- 
nant part of the enlarged right upper 
quadrant of the abdomen. The peritoneal 
cavity must be carefully and completely 
packed off as far as possible. If the cyst 
is projecting, it should be aspirated. If 
the cyst can be cleanly enucleated, the 
cavity in the liver may be closed com- 
pletely. If the cyst is large, it should be 
packed and no attempt made to remove the 
adventitia. Every attempt must be made 
to prevent loss of the cystic contents 
into the peritoneal cavity. The sacs within 
these cysts are troublesome surgical com- 
plications, because they usually contain 
large veins and the hemorrhage is difficult 
to control. If the cyst wall is clean as in 
a simple cyst, with no biliary evidence 
visible, the cavity may be packed with a 
sulfanomide, a drainage tube placed to 
the suture line, the adventitia sutured 
lightly to the peritoneal suture line and 
the cavity left to heal in this manner. 

Nonparasitic Cysts: Nonparasitic cysts 
of the liver may be single or multiple. 
Their origin is somewhat bizarre; they 
are known as congenital cysts, possibly 
arising from some local obstruction of 
the biliary tract, inflammation of the 
biliary ducts and neoplasm situated within 
the liver. 

The incidence of cystic disease of the 
liver is about 0.17 per cent of all cases 
coming to autopsy. It is seen more often 
in male patients, in the ratio of 3 to 1, 
and although it may occur early it usually 


258 


VOL. XV, NO. 3 


¢ 


6 TO GM INCISION 
OVER 8TH OR 9TH RIBS 


ACUFF: DISEASES AND INJURIES OF THE LIVER 


GAUZE PACK OVER PARIETAL PLEURA 


Fig. 4.—Open method of treatment of abscess in the liver if closed method has been unsuccessful. 


does not manifest itself until the third 
and fourth decades of life. These cysts 
do not give symptoms until and unless 
they grow large enough to produce pres- 
sure. They then carry with them the 
symptoms incident to the organ upon 
which they encroach; namely, the stomach, 
the gallbladder or the liver. 

Cysts often rupture and cause chemical 
peritonitis. Upon examination of the liver, 
many times the surface is enlarged, but 
if the lesions are central, they are per- 
haps not noticed. If the lesions are situ- 
ated superficially, the walls are thin and 
may be straw-colored or bluish. When 
aspirated, the content is usually clear 
liquid, but occasionally shows some choco- 
late color, suggesting previous hemor- 
rhage. In lesions of this type, presenting 
no symptoms, perhaps the better part of 
wisdom would suggest leaving them alone; 
but if symptoms are present, surgical re- 
moval is necessary, and for the smaller 
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ones only incision and drainage. If the 
cyst protrudes to the surface of the liver 
and appears to arise from a deeper por- 
tion of the organ, incision should be made 
down to the base of the cyst, thorough 
precautions being taken for hemostasis 
and the cyst removed in its entirety. 

For a better control of hemorrhage, it 
is my custom in all operations upon the 
liver to use gelfoam freely against the 
margins of the cut surface of the liver, 
holding same in position for one or two 
minutes and then, when the deeper sutures 
are tied, tying a roll of gelfoam rather 
than a piece of gauze over the suture line. 


NEOPLASMS OF THE LIVER 


Neoplasms which are of interest to the 
surgeon are adenoma arising from the 
hepatic cells, carcinoma from the bile 
ducts, cholangioma arising from blood 
vessels, and fibroma and fibrosarcoma 
arising from connective tissue. The four 
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most important, however, are hemangi- 
oma, adenoma, primary carcinoma and 
metastatic neoplasms. 

Hemangiomas are somewhat rare, but 
when they occur they are seen more often 
in the liver than in any other internal 
organ. They often appear as small single 
or multiple lesions situated just beneath 
the capsule of the liver. They present a 
red, purple or spongy appearance and are 
usually 1 to 2 cm. in diameter. The symp- 
toms consist of a mass in the epigastrium 
with some enlargement of the abdomen, 
nausea, vomiting and loss of appetite. 

The most common type of benign tumor 
of the liver is adenoma. This may occur 
at any age and is usually discovered by 
examination of the liver at operation for 
some other condition. Some authors have 
stated that adenoma of the liver occurs 
as a reparative process of cirrhosis of the 
liver. Still others claim that it is a de- 
structive process following such diseases 
as syphilis, malaria and sepsis. 

The symptoms may consist of some dull 
pain in the back or shoulder, jaundice, 
fever and occasional chills, with much 
flatulence and obstructive symptoms refer- 
able to the pyloric end of the stomach. If 
the adenoma becomes cystic and large and 
somewhat pedunculated, it may be con- 
fused with an ovarian cyst. Such an 
adenoma should be removed through a 
wedge-shaped resection with approxima- 
tion of the liver edges, after preliminary 
placement of a so-called hemostatic cradle 
of deep sutures which are passed outside 
and around the tumor and which can be 
closed promptly upon excision of the 
growth. 

Primary carcinoma of the liver is rare, 
accounting perhaps for 0.5 to 1 per cent 
of all cancers observed at autopsy. Ninety- 
eight per cent of carcinomas of the liver 
are secondary or metastatic. In cases of 
primary carcinoma the growth is usually 
nodular and at first somewhat resembles 
cirrhosis. 

If a diagnosis of primary carcinoma of 
the liver is made, should an attempt be 
made to remove it? If the condition is 
localized, found early, and if it is situated 
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in the left lobe of the liver, I would 
strongly urge that it be resected. The 
operation itself is best done through the 
wedge-shaped incision. U-shaped sutures 
should be placed at least 14 inch (1.2 cm.) 
distal to the line of excision and approxi- 
mately 14 inch apart. After the growth 
has been excised, the resulting raw sur- 
faces should be approximated by mattress 
sutures. If the tumor is solitary, it is 
particularly prone to remain localized, 
and therefore can and should be removed 
surgically. 

Reports of the literature indicate that 
in 40 per cent of such cases the patient has 
lived from three to seven years after the 
operation. If one is so fortunate as to 
find the primary carcinoma located in the 
left lobe of the liver, resection of the en- 
tire lobe is feasible and is the proper pro- 
cedure. Here it would seem that division 
of the liver tissue by means of a cautery 
or an endotherm knife would insure less 
bleeding. The hepatic artery and the 
portal vein, which are situated in the 
free edges of the gastrohepatic omentum, 
may be compressed by the assistant dur- 
ing the operation. Mattress sutures, per- 
haps using the wider fascial suture, are 
used after ligatures have been placed 
around all visible blood vessels. Gelfoam 
is placed on the margin of the raw surface 
of the liver. 

What can be said of secondary meta- 
static lesions of the liver? They usually 
react in the liver from primary lesions 
in the stomach, colon, esophagus, pan- 
creas and, less often, the breasts and the 
lungs. They involve the liver by the blood 
stream, through the lymphatics or by 
direct continuity. They are usually mul- 
tiple and do not appear with regularity 
at any one part of the liver. As a rule 
they appear as sharply circumscribed, 
grayish-white, firm umbilicated lesions. 
In my opinion if the metastatic lesion is 
single, if it has followed surgical removal 
of lesions in the stomach or the colon, 
and particularly if it is situated toward 
the periphery of either lobe of the liver, 
one is justified in removing that lesion. 
There are numerous cases on record in 


VOL. XV, NO. 3 


/ 
Abscess in posterior 
portion of liver 


rib 


REORAWN FROM OCHSNER |AND DE BAKEY 


ACUFF: DISEASES AND INJURIES OF THE LIVER 


‘Abscess in 
antleriog portion 
liver 


Fig. 5.—Abscess of the liver. 


which patients lived for five to seven 
years after the primary lesion was re- 
moved, and surgical removal of such a 
lesion certainly would not be contrain- 
dicated. 

In multiple metastatic lesions of the 
liver, certainly no form of surgical inter- 
vention is indicated, and to a less extent 
is roentgen therapy indicated. 

Subdiaphragmatie Abscess.—This con- 
dition is most usually a _ postoperative 
complication of abdominal operations for 
appendicitis, peptic ulcer, perforation and 


resection of the gastrointestinal tract, and 
operations for gunshot, stab and other 
severe traumatic wounds to the liver. 

Subphrenic abscess should be suspected 
when symptoms of toxemia are noted in 
the patient after operation for any of the 
above-named conditions in the abdomen. 
Such symptoms are sweating, loss of 
appetite, epigastric fullness, discomfort, 
pain in the shoulder and anemia. 

The infection is seen under the dia- 
phragm, along and in direct contact with 
one or more surfaces of the liver. A cut 
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redrawn from Adams (Surgical Clinics, 
June 1948, p. 636) shows the paths of in- 
fection leading to the under surface of 
the liver from the various known sources 
of infection in the abdomen. 

It must be remembered that there are 
seven spaces in the area of the liver in 
which accumulations of pus may occur— 
three of which are on either side and one 
in the center of the body. This is due to 
the arrangement of the peritoneum in 
this area. Localizing signs, then, may be 
looked for in any one of these spaces, 
each of which may present a different 
chain of signs and symptoms. If the 
abscess points anteriorly, there will be 
tenderness and rigidity with swelling 
ranging laterally and posteriorly. There 
may be signs of pleurisy, with diminished 
breath sounds and limitation of respira- 
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tory excursion due to pain. Leukocytosis 
is present and relatively high. 

The roentgen ray is of paramount value 
in making an accurate diagnosis, and 
here, the position of the patient during 
roentgen examination is of maximum im- 
portance. An anteroposterior film should 
be taken with the patient in the upright 
position, the same view with the patient 
lying on the unaffected side and the third 
view taken laterally with the patient sit- 
ting up. A combination of these views 
will demonstrate the gas pockets beneath 
the diaphragm, which are caused by cer- 
tain bacteria, such as the colon bacillus, 
producing gas within the abscess and thus 
resulting in the characteristic roentgen 
picture. There is fixation of the diaphragm 
on fluoroscopic examination. Aspiration 


Fig. 6.—Cysts of the liver. 
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Fig. 7.—Control of hemorrhage by gelfoam pack in wounds of the liver. 


by a needle or small trocar is the final 
confirmation of diagnosis. 

Treatment: In the treatment of this 
condition, the primary focus should, if 
possible, be localized; penicillin and sulfa- 
diazine are administered freely, together 
with intravenous dextrose-saline com- 
binations and blood transfusions to over- 
come the terrific toxicity. Streptomycin 
is of marked value as an antibiotic. If 
after a due length of time no improve- 
ment is noted, incision and drainage of 
the abscess must be done. 

If the abscess is situated anteriorly in 
the right lobe of the liver, it may well 
be approached by the extraperitoneal 
route, and drainage effected by blunt dis- 
section with the finger or some blunt in- 
strument. If the abscess is situated pos- 
teriorly, the retroperitoneal approach is 
the method of choice. 


Ochsner and Graves (Ann. Surg., 1933) 
collected a series of cases in which trans- 
pleural drainage was employed with a 
mortality rate of 3 per cent. They re- 
ported 31 cases of drainage through a 
retroperitoneal approach, with a resulting 
mortality of 9.7 per cent. This approach 
is made through an incision over the 
twelfth rib, subperiosteal resection of the 
rib being done; the finger is introduced 
through the incision, mobilization of the 
parietal peritoneum from the undersur- 
face of the diaphragm is performed and 
the liver abscess entered with a blunt in- 
strument, drainage effected, the cavity 
injected with antiseptics and 50,000 to 
100,000 units of penicillin instilled. A 
drainage tube is inserted, and the patient 
is given supportive treatment with nu- 
merous blood transfusions, high multiple 


— 
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vitamins and the administration of ade- 
quate amounts of dextrose. 

Injuries to the Liver.—In injuries to the 
liver there are no definite signs to guide 
the surgeon, but the symptoms are those 
of hemoperitoneum, dullness (more pro- 
nounced on the right side), shock and evi- 
dence of blood loss, pallor and air hunger. 
The condition is serious and requires im- 
mediate surgical intervention. If the rup- 
ture is on the anterior or the superior 
surface, a mattress suture is much to be 
preferred and should be inserted with a 
blunt thin liver needle. The sutures should 
be placed in mattress fashion and should 
include the most dependent portion of the 
rent. Bleeding is the one troublesome and 
dangerous problem and, if copious, should 
be immediately controlled by placing the 
finger through the foramen of Winslow 
and compressing the portal vessels of the 
liver and duodenum between the finger 
and thumb. Electrocoagulation units are 
of great value, but visible bleeders should 
always be transfixed and tied. Gelfoam is 
placed in the wound, and the mattress 
sutures are tied taut but not tight enough 
to cut the friable liver tissue. 

If the wound to the liver is extensive 
and is not accessible, packing, preferably 
with gelfoam or oxycel absorbable gauze, 
is the method of choice. This gauze rarely 
has to be removed, because it is absorb- 
able. If nonabsorbable gauze packing is 
used, it should be removed gradually after 
it has been in situ for five days. 

Kirschner has suggested the injection 
of 1:1,000 epinephrine solution into the 
liver to control bleeding. He uses 20 drops 
of 1:1,000 solution of epinephrine placed 
with 100 cc. of physiologic solution of 
sodium chloride and injects it freely at 
safe distances, 2 to 5 cm. away from the 
wound edge. This blanches the liver and 
helps markedly to control bleeding which 
has not previously been controlled by 
ligature or electrocoagulation. 

I can recall in my own experience many 
gunshot wounds, stab wounds and trau- 
matic rupture wounds of the liver which 
will show the ability of the liver to with- 
stand surgical treatment. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


MARCH, 1951 


REPORT OF CASES 

CASE 1.—A soldier of World War I was 
brought into my hospital with a severe and 
extensive wound of the right side overlying 
the liver which resulted from a shrapnel ex- 
plosive. The soldier was in extreme shock; 
hemorrhage was profuse, the blood pressure 
was 90 systolic and 60 diastolic, the pulse rate 
140, the temperature 97 F. Air hunger, pallor 
and anxiety were all present and pronounced. 

Shock treatment was instituted, and con- 
tinuous plasma was given. Because of the 
urgent factor of hemorrhage, surgical inter- 
vention could not long be delayed. The wound 
was thoroughly débrided under local anes- 
thesia, the macerated liver tissue was removed 
from the superior and lateral aspects of the 
right lobe of the liver, fully three-fourths of 
the right lobe being taken. Fortunately it was 
possible to spare the gallbladder and the struc- 
tures of the porta hepatis. 

Before débridement of the liver, through- 
and-through sutures of heavy catgut were 
placed 0.5 cm. apart, each overlapping the 
previous stitch; a wedge-shaped section was 
removed from the liver which permitted the 
edges to become better approximated, and 
interrupted segments of the rectus abdomi- 
nalis muscle were placed in the open liver 
wound. The sutures, all being held, were 
quickly tied over a gauze pack which con- 
trolled the hemorrhage. Blood vessels, when 
visible, were tied individually. This patient 
later received whole blood. His convalescence 
was stormy, but he recovered, though with a 
complication of biliary fistula through the 
wound. This persisted for some three months, 
after which it completely closed. 

In this case operation was not elective. It 
was an emergency; therefore, a more radical 
procedure was done than would be attempted 
in private practice. But the fact that this 
patient survived a removal of three-fourths of 
the right or large lobe of the liver should 
make the surgeon more intrepid in the prac- 
tice of liver surgery. 

CASE 2.—A white man aged 41 was in- 
jured by a large piece of timber sliding off 
the stack of lumber and striking him in the 
epigastrium. He went into immediate shock, 
with boardlike rigidity of the upper part of 
the abdomen, pallor, a weak, thready pulse 
beat (160 per minute) and a blood pressure 
of 70 systolic and 40 diastolic. The red blood 
cell count was 2,900,000 per cubic millimeter, 
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Fig. 8.—Neoplasm of the liver. 


with 46 per cent hemoglobin. He was given 
continuous blood, oxygen by tent, coagulant 
therapy and plasma. After some two hours he 
reacted until he appeared reasonably safe for 
operative treatment. 

When the abdomen was opened, a massive 
hemoperitoneum was encountered. Examina- 
tion ‘revealed the left lobe of the liver rup- 
tured in many directions, with the outer edge 
of the left lobe completely detached. Practi- 
cally the entire left lobe had to be excised. Both 
hemorrhage and bile were escaping profusely 
from the cut surface. Deep through-and- 
through wide fascia sutures were placed well 
back of the raw surface of the liver margin; 
two pads of compressed gelfoam were sutured 
against the raw wound, and the sutures were 
tied over gauze, which controlled the hem- 
orrhage. 

The patient was treated postoperatively 


with adequate dextrose, blood transfusions 
and a high protein diet. He has fully re- 
covered and returned to work. He shows no 
evidence of liver deficiency. 

CASE 3.—On May 20, 1947, a physician, on 
leaving his office for the garage, encountered 
a marauder waiting to rob him. An alterca- 
tion ensued, which resulted in the doctor’s 
being shot at close range through the upper 
central portion of the liver. The wound of 
entrance was in front; the exit was slightly 
lateral and in the rear. 

The physician was rushed immediately to 
the hospital. Blood typing was done, and he 
was prepared for immediate operation, all 
consuming less than forty-five minutes from 
the time of the accident to the time of opera- 
tion. The cutaneous wound was enlarged; the 
liver showed a ragged, stellate pattern of 
injury with much devitalized liver tissue. 
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There was a marked hemoperitoneum, and the 
escape of blood from the wound was terrific 
and alarming. Gauze packs were used, but 
pressure sufficient to control the hemorrhage 
was more destructive to the liver; therefore, 
deep sutures were quickly placed and a roll 
of gelfoam was placed into the wound, which 
extended the entire depth of the liver at the 
midportion of the right lobe. The sutures 
were tied, and after four or five minutes the 
hemorrhage was under control. 

The wound was closed, a Penrose drain 
being left in situ. Multiple blood transfusions 
and the generous use of antibiotics were car- 
ried out. The patient made an uneventful 
recovery. Some six weeks later, at an office 
dressing, the roll of gelfoam was expressed 
from the wound only partially absorbed. The 
physician is now handling a heavy practice 
and shows no evidence of damage to the liver. 


COMMENT 


These 3 cases show three things: first, 
that larger amounts of liver tissue may 
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be removed than has been formerly 
thought possible, with the remaining 
hepatic cells compensating for the loss; 
second, that although we have heretofore 
held the right lobe of the liver in greater 
respect, there seems to be little or no 
difference from which lobe the liver loss 
is sustained if the central vessels of the 
porta hepatis have been left intact; and 
third, the all-important factor of con- 
trolling hemorrhage immediately and ade- 
quately is emphasized. In the presence 
of this complication, deep overlocking 
sutures and gelfoam have been of the 
greatest value in my hands. 
Cirrhosis.—Cirrhosis of the liver with 
ascites and portal hypertension has, until 
recent years, been considered a strictly 
medical problem; but since the incidence 
of cirrhosis has become greater, probably 
resulting from virus or infectious hepa- 
titis, portal hypertension followed and has 
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Fig. 9.—Excessive blood supply to be considered in surgical treatment of the liver. 
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Fig. 10:—Technic of portacaval anastomosis. 


shown marked amelioration to surgical 
procedures of anastomosing the portal and 
vena caval systems. 

In the presence of extensive cirrhosis 
with marked portal bed block the portal 
system must find another route for ade- 
quate return circulation, which may be 
through the veins of the stomach, inoscu- 
lating with the esophageal plexus and thus 
forming an auxiliary collateral circuit. 
In portal block the blood must of neces- 
sity travel under increased venous pres- 
sure, which results in submucosal vari- 
cosities, such as esophageal varices, gas- 
tric varices, hemorrhoids, congestive sple- 
nomegaly or subcutaneous varices, and 
later will follow the typical Banti’s syn- 
drome—leukopenia, thrombocytopenia and 
secondary anemia. The portacaval shunt 
procedure lowers the high pressure in the 
portal system; the varices disappear, and 
gastric and esophageal submucosal hemor- 
rhage are reduced to a minimum. 


Another procedure designed to lower 
portal pressure is one in which the splenic 
vein is anastomosed to the left renal vein 
in an end-to-side fashion. This is best done 
after splenectomy and is known as the 
splenorenal shunt. The operative approach 
for this procedure is on the left side. The 
tenth rib is resected and the left dome of 
the diaphragm split, while in the porta- 
caval shunt the best approach is through 
a thoracoabdominal incision on the right 
side after removal of the tenth and prob- 
ably the ninth rib. 

The choice of procedure for cirrhosis 
of the liver is, in my opinion, portacaval 
shunt, because the vessels are larger and 
less friable and the postoperative lumens 
of the vessels are larger; therefore, re- 
current hemorrhages and ascites are less 
frequent. 

Splenorenal procedure is less difficult 
to perform, since fewer vital structures 
are encountered ; however, the splenic vein 
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is friable, tortuous and much smaller in 
diameter, and ascites and recurrent hem- 
orrhages are more frequent than in the 
portacaval procedure. Occasionally atro- 
phic and thrombotic changes are en- 
countered in the portal vein which pre- 
clude anastomosis. In such a case one must 
be prepared to make a less desirable 
anastomosis with the superior mesenteric 
or other veins of smaller caliber. To jus- 
tify portacaval shunt, portal hypertension 
of some magnitude is necessary, and most 
essential is the portal bed blocked by in- 
trahepatic resistance or by extrahepatic 
obstruction. 

Studies of the blood chemistry and liver 
function can be relied upon to diagnose 
cirrhosis of the liver, and if these tests 
give negative results one is fairly safe in 
assuming that the block is extrahepatic, 
the usual site being in the portal vein it- 
self. In such a case the splenorenal pro- 
cedure is best, provided the spleen has not 
been removed (this often renders the 
splenic vein undesirable for anastomosis). 

Arthur Blakemore (Southern Surgeon, 
April 1950) summarizes his results as 
follows: 

Mortality 

Portacaval (25 cases) 12.5 per cent 

Splenorenal (66 cases) 17. per cent 

Entire series (91 cases) 15.5 per cent 


Dr. Arthur Patek has reported 124 cases 
of cirrhosis of the liver in which medical 
treatment was employed, with complica- 
tions of hematemesis in 44 cases, or 33 
per cent. Twenty-two of the patients died 
from hemorrhages, and 50 per cent of the 
series died within one year. The report 
of such groups of cases leaves little ques- 
tion that we must look to surgery in the 
management of cirrhosis of the liver in 
order to prevent hemorrhage and ab- 
dominal ascites. ‘ 

When, for obvious reasons, neither of 
the shunt procedures is deemed advisable, 
the patient should be given a trial with 
the Talma-Morison operation, which is de- 
signed to bring the omentum out of the 
peritoneal cavity and place it in a newly 
formed pocket, either between the peri- 
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toneum and the muscle or above the 
fascia. The omentum should be spread 
widely in its new environment, with inter- 
rupted sutures placed along the margins 
for fixation. The omentum may be divided 
if it seems necessary. 

Three to six months are required for 
the collateral circulation to become suffi- 
ciently established to carry the ascites 
from the abdomen. 


SUM MARY 


Diseases and injuries of the liver are 
discussed in detail, including abscesses, 
cysts and neoplasms of various types; 
trauma of various types, and cirrhosis, 
on which special emphasis is placed. Three 
cases of trauma to the liver are reported 
to illustrate the ability of the liver to 
tolerate major surgical procedures. 

In the section on cirrhosis the author 
stresses the fact that this condition is no 
longer considered a purely medical prob- 
lem. Certain useful surgical procedures 
are outlined. The diagnostic importance 
of blood chemical studies and tests of 
liver function is also emphasized. 


RESUME 


Les maladies et les traumatismes du 
foie sont étudiés dans le détail; on y 
rencontre aussi les abcés, les kystes, les 
cancers, les traumatismes et la cirrhose. 
On rapporte ici 3 cas de lésion trauma- 
tique, L’auteur, dans sa coupe sur la 
cirrhose, insiste pour traiter cette lésion 
autrement que par la médication seule. II 
souligne plusieurs techniques chirurgi- 
cales trés utiles; l’importance de | ’étude 
chimique du sang et des tests d’élimination 
du foie. 


ZUSAM MENFASSUNG 


Erkrankungen und Verletzungen der 
Leber einschliesslich Abszesse, Zysten, 
Geschwuelste, Gewalteinwirkungen und 
Zirrhose werden ausfuehrlich eroertert. 
Drei Faelle von Leberverletzungen werden 
mitgeteilt. In dem Abschnitt ueber Zirr- 
hose betont der Verfasser, dass die Er- 
krankung nicht mehr ein rein medizin- 
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isches Problem ist. Gewisse wertvolle 
chirurgische Verfahren werden umrissen, 
und auf die Bedeutung der chemischen 
Blutuntersuchung und der Leberfunktion- 
sproben wird hingewiesen. 


RESUMEN 


Se discuten circunstanciadamente en- 
fermedades y lesiones hepaticas, inclu- 
yendo abscesos, quistes, neoplasmas, 
trauma y cirrosis. Se comunican 3 casos 
traumaticos. Se sefiala el hecho de que 
la cirrosis ya no se considera como prob- 
lema puramente médico. Se exponen 
ciertos procedimientos quirtrgicos ttiles y 
se puntualiza la importancia de la quimica 
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sanguinea y las pruebas funcionales 


hepaticas. 
RIASSUNTO 


Discute malattie e ferite del fagato in 
particolarita’, compresovi ascessi, cisti, 
neoplasie, traume e cirrosi. Tre casi di 
condizioni traumatiche sono _riportati. 
Nella sezione su cirrosi |’A. pone enfasi 
sul fatto che questa condizione non e’ piu 
considerata problema puramente medicale. 
Certi utili procedimenti chirurgici sono 
delineati, e J’importanza degli studi 
chimici del sangue e prova della funzione 
del fegato indicati. 


The creation of culture as defined can never constitute the full achieve- 
ment of the college. It is essential to awaken the impulses of inquiry, of 
experiment, of investigations, of reflection, the instinctive cravings of the 
mind. But no liberal college can be content with this. The impulse to 
thinking must be questioned and rationalized as must every other instinc- 
tive response. It is well to think, but what shall we think about? Are there 
any lines of investigation and reflection more valuable than others, and, 
if so, how is their value to be tested? Or, again, if the impulse for thinking 
comes into conflict with other desires and cravings, how is the opposition 
to be solved? 

It has sometimes been suggested that our man of intellectual culture 
may be found, like Nero, fiddling with words while all the world about him 
is aflame. And the point of the suggestion is not that fiddling is a bad and 
worthless pastime, but rather that it is inopportune on such an occasion, 
that the man who does it is out of touch with his situation, that his fiddling 
does no fit his facts. In a word, men know with regard to thinking, as 
with regard to every other content of human experience, that it cannot be 
valued merely in terms of itself. It must be measured in terms of its 
relation to other contents and to human experience as a whole. Thinking 
is good in itself—but what does it cost of other things; what does it bring 
of other values? Place it amid all the varied contents of our individual 
and social experience, measure it in terms of what it implies, fix it by 
means of its relations, and then you will know its worth not simply in 
itself but in that deeper sense which comes when human desires are 
rationalized and human lives are known in their entirety, as well as they 
can be known by those who are engaged in living them.—Alexander 
Meiklejohn. 
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Treatment of Recent Fractures of the Neck of 


the Femur with Acrylic Prosthesis 


LUCIEN LEGER, M.D., F.I.C.S. 
PARIS, FRANCE 


the treatment of fractures of the neck 

of the femur and the mediocrity of 
the results obtained by the most approved 
methods now commonly employed have led 
some authors to suggest primary excision 
of the femoral head combined with an 
immediate reconstruction operation. Even 
the nailing of the fracture by the Smith- 
Peterson method results, according to the 
most favorable statistics, in pseudarthrosis 
in at least 20 per cent of cases. Also, 
chronic arthritis due to aseptic necrosis 
of the head of the femur, which is encoun- 
tered not infrequently regardless of what- 
ever method is used, is one of the factors 
that have stimulated the demand for a 
primary reconstruction method. 

The indication for the use of the acrylic 
prosthesis of J. and R. Judet (Journal de 
Chirurgie 65:17, 1949) was in the first 
place chronic arthritis of the hip joint, 
especially arthritis following fracture of 
the neck of the femur. Since the first 
communication of these authors the indi- 
cations for application of the acrylic 
femoral head have steadily increased. In 
fact, I have already used the method, 
which heretofore had been reserved for 
pseudarthrosis and secondary arthritis, in 
a case of recent fracture of the neck of 
the femur. 

During two years, 15 recent fractures 
of the neck of the femur have been treated 
by me with the acrylic prosthesis. In this 
paper I wish to report my first results. 

My patients are inmates of an old peo- 
ples’ home. They are generally women ad- 
vanced in years, many senile and some 
slightly deficient mentally. Their average 
age is above 71. They have been under 
my care long enough to be evaluated as to 
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the functional results obtained from the 
reported procedure. 

After careful preoperative preparation 
of the patient I operated on all trans- 
cervical nonimpacted fractures, irrespec- 
tive of the age of the patient and regard- 
less of the presence of renal cardiac con- 
ditions. 

The operation is performed on an ordi- 
nary table—an orthopedic table is not 
needed. Anesthesia should be as light as 
possible. In my opinion it is of some ad- 
vantage to modify the anesthesia by the 
addition of curare. With this modification 
a minimum of inhalation anesthesia is 
necessary. Blood and plasma transfusions 
are employed when indicated. 

My technic is very similar to that of 
Judet and Judet. A vertical incision is 
made, starting at the anterior superior 
iliac spine and extending downward be- 
tween the sartorius and the tensor fasciae 
latae. The fascia between these two 
muscles is divided. The upper end of the 
cutaneous incision is extended 3 cm. along 
the iliac crest, which facilitates retraction 
of the tensor fascia lata posteriorly. This 
exposes the capsule of the hip joint. 

The capsule is opened by a longitudinal 
incision. The escape of bloody fluid is 
evidence that the articulation has been 
opened. The leg is put into marked ex- 
ternal rotation. A curved scissors in- 
serted between the acetabulum and the 
femoral head secures removal of the head 
without much difficulty. By maintaining 
external rotation the surface of the stump 
of the femoral neck is exposed and the 
stump is smoothed. A minimum of bone 
tissue should be sacrificed. A channel is 
then bored through the neck and tro- 
chanter of the femur; this maneuver in 
the elderly patient should be executed with 
great care. Introduction of the prosthetic 
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shaft follows. It is pushed in first by 
hand, and then with a few strokes of a 
mallet, until the stump of the neck pene- 
trates into the cavity of the head of the 
prosthesis. With the aid of a curved scis- 
sors serving as a lever between the socket 
and the prosthetic head and by means of 
traction on the internally rotated leg the 
new head is easily reduced. Flexion of the 
thigh facilitates this maneuver. 

The capsule is repaired with nonabsorb- 
able suture material. The fascia is sutured 
and the skin is closed. I leave a small sub- 
cutaneous drain in for a few days. The 
hip is kept in marked internal rotation by 
a plaster of Paris spica. Immobilization 
is maintained not longer than fifteen days. 
Physical therapy is then begun, in which 
the knee is included, and the patient is 
allowed to get out of bed. It should 
be emphasized that, at least in my own 
opinion, early ambulation is important. 

A number of femoral heads were re- 
moved a few days after the fractures were 
obviously necrotic, and their friability 
was such that they could not have offered 
a solid base for the insertion of a Smith- 
Petersen nail. This convinced me of the 
proper choice of my therapeutic method. 


In case the femoral neck is somewhat 
short, the prosthetic head designed by 
Judet does not assure a sufficient distance 
between the greater trochanter and the 
acetabulum. The lack of tonus of the glu- 
teal muscles seems to me to be responsible 
for the occasional tendency of the femoral 
head to subluxate. It is for that reason 
that I modified the prosthesis by adding 
to it a cufflike extension (Fig. 1). This 
type of artificial femoral head was de- 
signed to limit abduction of the hip — 
which, however, is a minor handicap when 
one takes into consideration the greater 
stability that will result from it in those 
cases in which the neck of the femur is 
short. 


Also, it seemed to me that the prosthetic 
head furnished by the manufacturers 
often had too small a diameter to be used 
to its fullest benefit, especially in tall per- 
sons. The caliber of this head is often 
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Fig. 1.—Left, the prosthetic femoral head de- 

signed by Judet. Right, author’s model of the 

prosthesis. The head is enlarged by a cufflike 
hollow extension. 


Fig. 2.—Comparative photographs of a pros- 
thesis and a femoral head obtained from a fresh 
fracture. 
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smaller than that of the normal femoral 
head covered with cartilage. In Figure 2 
one observes a femoral head removed from 
a fractured hip and the prosthetic head, of 
larger caliber, placed side by side. The 
prosthetic head designed by Judet was 
meant to be used in cases of chronic ar- 
thritis in which the femoral head is much 
diminished and the prosthesis is to fill an 
acetabulum the width and depth of which 
are reduced by connective tissue. This 
pathologic condition is not associated with 
fractures of the femoral neck; therefore, 
I use a prosthesis of a larger caliber in 
treating the fracture. ; 

By these two modifications—lengthen- 
ing the head of the prothesis by means of 
the aforedescribed cuff above and widen- 
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ing the diameter of the head—I believe 
that subluxation to the acrylic head can 
be avoided. 

The results in my oldest patients (11 
observations) follow: 

Cases 1 and 2.—In both of these cases death 
resulted at the end of two weeks. In the first, 
that of a woman 79 years of age, death was 
due to uremia; in the second, that of a woman 
72 years old, to cachexia. In the latter case 
bed sores contributed to the fatal outcome. 
In both cases the affected hip was immo- 
bilized. I have abandoned this practice. 

The remaining 9 cases will be reviewed from 
the functional point of view. 

Cases 3 and 4.—One of the patients was a 
woman aged 67; 1 was a man aged 70, the 
only male patient in the series. Both were 
able to walk with the aid of a cane on the 


B 


Fig. 3.—A, recent transcervical facture. B, anteroposterior view of same fracture after removai 
of femoral head and insertion of prosthesis. 
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ACRYLIC FEMORAL PROSTHESIS 


Fig. 4.—A, recent transcervical fracture. B, lateral view. C, same fracture after removal of 
femoral head and insertion of prosthesis. Since the neck of the prosthesis contains no metal rod, 
the prosthesis is only faintly visible. 


eighteenth postoperative day. Both walked 
with ease by the end of the first month. The 
hips were painless and could be flexed to a 
little less than a right angle. At the time of 
writing, one year after the operation, the 
woman is employed at the hospital. She walks 
in a satisfactory manner. There is secondary 
stiffness of both knees. For the last six months 
she has gone to the markets in the neighbor- 
hood. Both patients are intelligent and ener- 
getic. This has been of much help in their 
reeducation. 

Cases 5 and 6.—The patients in these 2 
cases were able to get out of bed and walk on 
the twenty-fifth postoperative day. In 1 of 
them, a 78-year-old woman, recovery was re- 
tarded by an abscess in the sacral region; in 
the other, 65 years of age, by pressure sores 
on the heels. Nevertheless, after two months 
both walked satisfactorily. In 1 of these 2 
cases the hip was slightly stiff; in the other 
there was good mobility (flexion to 90 degrees, 
abduction and rotation to approximately 30 
degrees). 

Case 7.—The patient, a woman 70 years old 
suffering from diffuse rheumatism, walked sat- 
isfactorily at the end of two months, ham- 
pered somewhat by stiffness of the knees, 
which still inconveniences her more than does 
the hip condition. 


Case 8.—The patient, 75 years of age, pre- 
sented a postoperative hematoma. She was 
able to walk three weeks after the operation. 
At the end of three months, despite a small 
residual fistula, she could go up and down 
stairs without a limp, aided by one cane. 

Case 9.—A patient 76 years old suffered 
from incontinence, kidney trouble and mild 
senile dementia. She died nine months later 
of pneumonia. She had learned to walk with 
the aid of two canes. 

Case 10.—The patient, aged 71, did not 
want to get out of bed, owing to senility and 
timidity. Three months after the operation 
she was able to walk about, though with some 
difficulty due to arthritis of the lower extrem- 
ities. 

Case 11.—The patient, a woman 62 years of 
age, was operated on after some delay because 
of thrombosis and embolism which necessi- 
tated ligature of the femoral vein and also of 
the inferior vena cava. She was operated upon 
two and a half months after the fracture. 
She was able to walk on the fortieth post- 
operative day. At the time of writing, after 
eighteen months, she walks with the aid of 
two canes. She has some limitation of motion 
in the hip and some edema of the leg, the 
edema being a sequela of the thrombosis which 
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is so frequently associated with fractures of 
the lower extremities. 


COMMENT 


These were the results in the prosthetic 
reconstruction of the hip joint performed 
for 11 recent transcervical fractures of 
the femur. Whether or not this method 
ought to be adopted for younger patients 
will depend largely on how long this pros- 
thesis can be comfortably tolerated. How- 
ever, since the danger of pseudarthrosis 
and aseptic necrosis of the femoral head 
is about the same for the young as for the 
old patient, I feel justified in recom- 
mending this method for younger persons 
as well. In fact, I have already started to 
use this procedure for my younger pa- 
tients. 


SUMMARY 


A technic for use of the prosthetic 
femoral head is described as applied in 11 
cases of recent transcervical fracture of 
the hip. A modification of the prosthetic 


head was designed by the author so as to 
prevent dislocation of the prosthesis. 

No immediate operative death occurred, 
although the procedure was used for old 
patients exclusively. The patients were 
able to get up early and to bear weight on 
the operatively treated leg. There was a 
useful range of motion and relatively little 
discomfort. The author is now using this 
method for recent hip fractures in younger 
patients as well. 


RESUMEN 


Se describe una técnica para uso de la 
cabeza femoral protésica, aplicada en 11 
casos de fractura transcervical reciente de 
la cadera. El] autor propone una modi- 
ficacion de la cabeza protésica para 
prevenir la dislocacién de la protesis. 

No ninguna muerte operatoria 
inmediata, aun cuando el procedimiento 
se usd exclusivamente en pacientes an- 
cianos. Estos pudieron levantarse tem- 
pranamente y sostenerse sobre el miembro 
operado. Hubo util extensién del movi- 
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miento y relativamente poca incomodidad. 
E] autor esta usando ahora el método para 
fracturas recientes de cadera en pacientes 
mas jovenes también. 


RESUME 


Une technique orthopédique de substi- 
tution est ici décrite pour l’utilisation de 
la téte du fémur, technique appuyée par 
11 cas récents de fracture transcervicale 
de la hanche. 

L’auteur décrit une modification de la 
technique d’utilisation de la téte du fémur 
pour prévenir son déplacement. 

Méme chez des patients avancés en age, 
il n’y a aucune mortalité. Les patients 
purent se lever tot et se porter sur leur 
jambe opérée. Sans trop de malaises, les 
patients peuvent se mouvoir dans un arc 
permettant l’usage courant du membre. 
L’auteur se sert de sa méthode maintenant 
chez les jeunes pour les fractures récentes 
de la hanche. 


ZUSAM MENFASSUNG 


Es wird eine Technik fuer die Anwen- 
dung einer Prothese des Oberschenkel- 
kopfes beschrieben, die in elf kuerzlich 
behandelten Faellen von Oberschenkel- 
halsbruechen benuetzt wurde. Der Ver- 
fasser gibt eine Modifikation der Kopfpro- 
these an, die eine Verrenkung der Pro- 
these verhueten soll. 

Obgleisch das Verfahren ausschliesslich 
an alten Kranken angewandt wurde, kam 
kein unmittelbarer Todesfall vor. Die 
Kranken waren in der Lage, fruehzeitig 
aufzustehen und das operativ behandelte 
Bein zu belasten. Der erzielte Bewegungs- 
grad war zufriedenstellend und _ die 
Beschwerden waren  verhaeltnismaessig 
gering. Der Verfasser wendet diese 
Methode jetzt auch in frischen Faellen 
von Hueftbruechen bei juengeren Kranken 
an. 


RIASSUNTO 


Un tecnico d’avvantaggio della testa 
femorale protesi e’ descritto, che si ap- 
plica in 11 casi di fratture recenti dell’- 
anca tipo transcervicale. Una modifica- 
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id. zione della testa protesi designata dall’A. enti erano capaci di levarsi presto, e sop- 
ra di modo che impedisce la lussazione del __ portare peso sulla gamba operata. VI era 
es protesi. un giro di movimento utile e relativamente 
Non occorso morte operativa immediata poco scomforto. L’A. oggigiorno impiega 
sebbene il procedimento e’ stato usato questo metodo per fratture recenti dell’ 
esclusivamente a pazienti anziani. 1 pazi- _anca nei pazienti piu giovane. 
ti- 
de 
ar 
ile 
la 
ur When man’s actions are the subject of study the difficulties are even 
greater than in studying the behavior of animals. What one man does 
re, depends upon what others do, and the actions of all are influenced not 
ts only by their own nature and experience, but by what their parents and 
ur ancestors back through countless generations have done. It is impossible 
les to experiment with the past of individuals or of their ancestors, and it 
re is hard to get a group of human beings who are so much alike that we 
re, can be sure of the influence of the factors to which some of them are 
nt subjected, being the real and sole cause of differences observed. In spite 
es of all this, however, much that is scientific has been learned of human 
behavior, some of it helpful in practical affairs—Hdwin C. Kirkpatrick. 
So far as leisure means the state of having nothing to do, of having 
no duties to perform but only inclinations to follow, there is no prospect 
n- that leisure will ever become the general lot of mankind. The indications 
>] - point in the opposite direction. If the world of our day has little room 
ch for idle people, the world of the future will have still less. There are no 
a]- signs that I can see that society is advancing toward a workless state 
r- of existence, when men will be able to live the life of lotus-eaters. In the 
‘0- kind of civilization we have created, everybody is needed to put his 
‘0- shoulders to the wheel, and in the higher civilization which is to arise 
out of this, our posterity shall be more fully employed than we are. The 
ch higher our civilization becomes, the more it will demand of us all in the 
™ way of vigor, industry, skill, and forethought.—L. P. Jacks. 
‘ie To be alive, to act, to contemplate, to embody significance and value, 
ig to become fully human—these ends are difficult of achievement; and 
te they are all the more so at a time like the present when the whole 
S- weight of our civilization is thrown in the opposite direction and, as 
ie Spengler has profoundly demonstrated, tends towards forms of sterility 
ig and death. But these goals are none the worse for being difficult; and 
se even if the battle were doomed to be lost, one would remember that the 
n path of salvation lies not in the victory, but as Krishna tells Arjuna, 
1 in the acceptance of battle. “Not tame and gentle bliss, but disaster, 
heroically encountered, is man’s true happy ending”; and in this spirit 
one can face with equanimity both life itself and its tragic and ambiguous 
rewards.—Lewis Mumford. 
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“Chemical Lobotomy” for Intractable Pain 
FELIX MANDL, M_.D., F.I.C.S. (Hon.) 


VIENNA, AUSTRIA 


and Watts, on the occasion of per- 

forming lobotomy for an indeter- 
minate mental disease, were able to as- 
certain that the patient could walk alone 
on the first postoperative day, in spite 
of disturbances of the leg which had kept 
her bedridden for a long period. Although 
walking must have been very painful, the 
patient never voluntarily complained, and 
she insisted on continuing her movements. 
By November 1943, Freeman and Watts 
were systematically employing lobotomy 
for painful conditions. Their initial trials 
of the method were crowned with success. 
Of 44 patients affected by severe pain, 
7 had carcinoma; 5 of the 7 were operated 
on by this technic. The results with re- 
gard to relief of pain were successful. 

Later, in January 1948, Scarff, applying 
another technic, performed his first uni- 
lateral prefrontal lobotomy. In 1949 he 
published the results obtained by this 
operation performed for intractable pain 
in 33 cases. These results were good in 
66 per cent of the group, fair in 18 per 
cent and poor in 15 per cent. 

By 1950 Scarff’s material had increased 
to 58 prefrontal lobotomies for relief of 
intractable pain. Thirty-eight patients 
had ceased to complain of pain and to 
ask for narcotics. Thirty-five of the 38 
had inoperable carcinoma. In 12 other 
cases partial success was obtained; thus, 
86 per cent of the patients were benefited 
by the operation. 

Condrau reported from Krayenbuhl’s 
Clinic in 1950 on 10 patients lobotomized 
for pain. None of these patients had car- 
cinoma. The results were not remarkable, 
and most of the patients relapsed. Good 
results were observed only in those in- 
stances in which the operation had 
brought about an obvious change in the 
whole personality. 


As early as November 1936 Freeman 


Munkvad reported from Copenhagen 
on 3 patients with intractable pain, none 
of whom had carcinoma. After lobotomy 
considerable psychic changes were ob- 
served. It became possible to withdraw the 
large supply of narcotics that had been 
required preoperatively. 

In 1950 Huber reported 12 lobotomies 
performed on patients with intractable 
pain. In the overwhelming majority of 
cases (90 per cent) the operation gave 
a satisfactory result. Nine of these pa- 
tients had carcinoma. 

How is this effect of lobotomy to be 
explained? 

All such experiences as those mentioned 
prove that section of the corticothalamic 
pathways either relives pain or deprives 
it of its somatic component. When the 
mortality rate of lobotomy (3 to 4 per 
cent) is compared with that of other oper- 
ations performed for relief of pain, many 
facts argue in favor of prefrontal lobot- 
omy. As to the other procedures used for 
intractable pain, such as chordotomy 
(Schuller; Spiller) or section of the spino- 
thalamic tract (White; Schwartz; Dog- 
liotti; Klemme), they undoubtedly involve 
a far greater risk, although Klemme’s ex- 
perience and results have been excellent. 
The same probably holds true with regard 
to Spiegel’s stereoencephalotomy (1947, 
1950). 

Practical Experience.—Since June 1950 
I have been trying to determine whether 
infiltration of the frontal portion of the 
brain with procaine hydrochloride or 
phenol (“chemical lobotomy’) could not 
produce the same effects as does pre- 
frontal lobotomy. First, it was my inten- 
tion to apply this method for the relief 
of pain in patients for whom a permanent 
effect is not required, their expectation 
of life being too short. The advantages 
of the procedure as compared with lobot- 
omy are as follows: 
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TABLE 1.— Data on 6 Cases of “Chemical Lobotomy” 


Age and 


Case | Sex of Basic Approach Side of 
Patient Illness Injection 


No. of | Treatment Tssue End Result 


Injections} Begun 


Genital Freeman | Contralateral 5 6/13/50 “— died Fair 
7 


carcinoma | and Watts 
with pelvic 
metastases 


20/50 


Inop. bron- | Freeman Contralateral 


| chial earci- | and Watts 
noma after 
probat. 
| thoracotomy 


6/21/50 | Patient died| — Abuse of 
8/3/50 morphia; 
probably 

failure 


| 


Inop. bron- 
chial carci- 
noma j 


Scarff | Homolateral | 


7/5/50 | Patient died| Excellent* 
9/25/50 


| 


| chial carei- | and Watts | 
| noma 


| Inop. bron- | Freeman Homolateral 6/28/50 | Patient died Failure _ 


11/2/50 


| 


Inop. bron- 
chial carci- 
noma after 
probat. 
thoracotomy 


Scarff Homolateral | 


10/23/50 | Patient still | Excellent** 
under hosp. 
treatment 


bronchial 
carcinoma 
after pneumo- 
nectomy 


Relapsing Scearff Homolateral | 


10/30/50 | Patient died | Partial success 
| 11/10/50 


*After 1 infiltration the patient was given relief for fifty days; after 2 infiltrations, to the end of his life. 
**At the time of writing this patient, after 1 infiltration, has been free from pain for forty-six days. 


1. The injection, which is administered 
through a small bore-hole, seems to me 
less harmful than lobotomy. 

2. The bore-hole once made, the injec- 
tion may be repeated transcutaneously. 
This creates the possibility of protracting 
the effect. 

3. Infiltration of the frontal portion of 
the brain provides a better location for 
elimination of the pathways than does 
either closed or open lobotomy. 

Technic.—The lobotomy approach of 
Freeman and Watts was employed, as 
well as that recommended by Scarff for 
unilateral prefrontal lobotomy. After a 
small hole had been bored in the afore- 
mentioned areas, procaine hydrochloride 
and, at times, phenol was injected in vary- 
ing doses. The infiltration has been per- 
formed on the contralateral as well as on 


the homolateral side. In order to prevent 
outflow of the injected liquid, one should 
fit the needle and then change the position 
of the patient’s head in such a manner 
that the point of piercing is at the apex. 

Results.—Up to the time of writing, 6 
patients with severely painful conditions 
have been treated by this infiltration tech- 
nic. A survey of their cases is presented 
in Table 1. 


COMMENT 


As to the quantity of procaine required 
for successful infiltration of the frontal 
lobe of the brain, it has not yet been quite 
ascertained. In the early cases appropri- 
ate trials were made which proved that 
doses up to 14 cc. of 1 per cent procaine 
hydrochloride could be tolerated in one 
session. 
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In the first case in the present series, 
3 cc. of a 6 per cent aqueous solution of 
phenol was added to the procaine solu- 
tion. It was from block of the trunk gang- 
lions that I selected this type of injection. 
I introduced it in collaboration with 
Rabinovici in 1947, because it had proved 
more appropriate than injection of alcohol 
or procaine. 

A survey of these cases shows that the 
path of approach indicated by Scarff led 
to better results than did that recom- 
mended by Freeman and Watts. 

Infiltration of the frontal lobe with 
chemical substances is not of recent date. 
It has been tried before, but in the early 
period of lobotomy, in the treatment of 
psychoses (Monz and Lima, 1936; Fiam- 
berti, 1937). The former authors injected 
alcohol, the latter a 10 per cent solution 
of formaldehyde. Donagio in 1939 advised 
the injection of anesthetics into the 
frontal lobe for psychoses. The authors 
aforementioned, however, abandoned the 
procedure in favor of lobotomy (see Free- 
man and Watts, 1942). 

As far as I know, there is nowhere in 
world medical and surgical literature any 
reference to infiltration of the frontal lobe 
of the brain in the therapy of intractable 
pain. 

Particular interest attaches to the ob- 
servation that after operative lobotomy, 
as well as after infiltration of the frontal 
lobe of the brain in my small series of 
cases, it was often possible to withdraw 
alkaloids without giving rise to with- 
drawal symptoms. Thus, Scarff was able 
to show with his first series of 33 patients 
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that unilateral lobotomy allowed 15 who 
had been addicted to drugs to undergo 
withdrawal of narcotics without showing 
any of the usual withdrawal symptoms. 
Infiltration of the frontal lobe in the pa- 
tients I have treated gives results similar 
to those of operative lobotomy. 

Cases 1 and 5 (Table 2) offer proof 
of the fact that sudden withdrawal of 
narcotics after infiltration of the frontal 
lobe is not followed by withdrawal symp- 
toms. Scarff has attempted to explain the 
nonappearance of these symptoms after 
operative lobotomy, but it is still impossi- 
ble to determine satisfactorily the cause 
of this phenomenon. 

Infiltration of the frontal lobe may be 
followed by slight shock. Some of my pa- 
tients had tachycardia and a slight fall 
in blood pressure (on an average, from 10 
to 15 mm. of mercury). The pupil on the 
side on which injection was performed 
was sometimes dilated. Nystagmus occur- 
red in several instances. Neurologic ex- 
amination revealed no pathologic change 
whatever. Depersonalization did not oc- 
cur in any case, though in 1 (Case 4), 
in which the infiltration resulted in fail- 
ure, there was a certain disorientation 
during the first few days after the injec- 
tion. As to the psychic effect, in 1 case 
only was there a reaction similar to those 
observed after operative lobotomy, the 
patient remarking that she still felt pain 
but was “not interested any more’. In 
the most successful cases (3 and 5) the 
patients showed no symptoms of shock 
after infiltration, were never disorientated 
and evinced no signs of depersonalization. 


TABLE 2.— Withdrawal of Drugs 


Addiction Before Addiction After Withdrawal 

Case Infiltration Infiltration Symptoms 
1 ++ | 0 0 
2 
3 0 | 0 X 
4 | = xX 
5 ++ | 0 0 
6 | ? 
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In 2 cases in my department in which 
the patients died, extraordinarily. exact 
postmortem observations and _ histologic 
slides were made (Dr. Paul). In both 
cases, examination of the channel of punc- 
ture revealed in its course small cysts 
filled with a serous content. Histologic 
examination of the ganglion cells in the 
area surrounding the channel of puncture 
revealed no sign of pathologic change. 


SUMMARY 


The author presents data on a series 
of 6 patients with inoperable or relapsing 
carcinoma with severe and _ intractable 
pain. For relief of this pain the author 
introduced an entirely new technic as used 
for this purpose; “chemical lobotomy”, or 
infiltration of the frontal lobe of the brain 
with procaine hydrochloride, with or with- 
out the addition of phenol. The analgetic 
results were excellent in 2 cases and, con- 
sidering the short life expectation of the 
patients, gave relief from pain for a com- 
paratively long period. In 1 case the re- 
sult of the treatment must be classified 
as fair. In 1 the result was not clear, 
owing to the fact that the patient died ten 
days after the injection. In 2 cases the 
procedure yielded no effect. 

Infiltration by the approach used by 
Scarff for lobotomy apparently brought 
better results than did infiltration by the 
approach of Freeman and Watts. Homo- 
lateral infiltration seemed to be more 
efficacious than contralateral infiltration. 
The postmortem observations will be dis- 
cussed in a later publication. 


RESUME 


Poru soulager les douleurs insuppor- 
tables due cancer inopérable ou recidivant 
dans 6 cas, l’auteur au lieu de faire la 
lobotomie, fit une infiltration préfrontale 
de la partie antérieure du cerveau a 
laidede la novocaine, avec ou sans addi- 
tion d’alcool. Dans 2 cas le résultat anal- 
gésique fut excellent, (prenant en con- 
sidération que les malades n’avaient pas 
longtemps 4 vivre) donna un soulagement 
considérable. Dans 1 cas, les résultats ne 
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furent pas aussi satisfaisants. Dans un 
autre cas, on n’a pas pu évaluer les ré- 
sultats vu que la mort survint 10 jours 
aprés l’opération. Dans 2 cas, la procédure 
n’eut aucun résultat. La direction dans 
linjection employée par Scarff pour la 
lobotomie en- présence de douleur lanci- 
nante est apparemment meilleure que celle 
décrite par Freeman et Watts. L’infiltra- 
tion homolatérale parut preferable a 
infiltration controlatérale. 

Les résultats de l’autopsie dans ces cas 
feront l’objet d’une communication sub- 
séquente. 


ZUSAM MENFASSUNG 


Zur Linderung hartnaeckiger Schmer- 
zen bei unoperierbarem oder rueckfaelli- 
gem Krebs hat der Verfasser in sechs 
Faellen anstatt der Lobotomie die prae- 
frontale Infiltration des Stirnhirms mit 
Novokain mit oder ohne Alkoholzusatz 
ausgefuehrt. In zwei Faellen war die 
eintretende Schmerzlosigkeit ausgezeich- 
net und die Kranken erfuhren eine deut- 
liche Linderung fuer einen angesichts 
ihrer kurzen Lebensfrist betraechtlichen 
Zietraum. In einem Falle kann das 
Ergebnis als mittelmaessig bezeichnet 
werden. Bei einem anderen Kranken war 
das Resultat unklar, weil er zehn Tage 
nach der Operation starb. In zwei Faellen 
war das Verfahren erfolglos. Die von 
Searff angegebene Richtung der Einsprit- 
zung bei Lobotomien war in Faellen von 
hartnaeckigem Schmerz offenbar besser 
als die von Freeman und Watts beschrie- 
bene. Die gleichseitige Infiltration scheint 
besser zu sein als die kontralaterale. 

Die Obduktionsergebnisse dieser Faelle 
werden spaeter berichtet werden. 


RIASSUNTO 


Per sollevare il dolore intrattabile del 
carcinoma inoperabile ricadente in sei casi, 
YA. ha eseguito, in luogo di lobotomia 
linfiltrazione di novocaina prefrontale 
della parte frontale del cervello di o senza 
l’aumento alcool. L’analgesia risultanda 
era eccellente in 2 casi, e nella considera- 
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zione dell’aspettativa vita breve, diede 
sollievo evidente per un tempo consider- 
ablie. In 1 caso il resultato, dev’essere 
qualificato favorevole. Con 1 paziente il 
risultato non era sicuro, dato il fatto che 
sua morte accadde dieci giorni dopo |’oper- 
azione. In 2 casi il procedimento non ebbe 
effetto. La direzione dell’inizione condotta 
da Schraff per lobotemia era apparente- 
mente meglio, nella presenza di dolore 
intrattabile, che quella descritta de Free- 
man e Watts. L’infiltrazione omolaterale 
sembra meglio del contra laterale. 

L’osservazione dell’autopsia verranno 
rapportati in appresso. 
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International Board of Occupational Surgery 


The Executive Council of the United States Chapter and the Board of Trustees - 
of the International College of Surgeons have unanimously approved the formation 
of an International Board of Occupational Surgery, the aims of which are (a) eleva- 
tion of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe- 
cialty, (d) stimulation of interest in this field by students and members of the pro- 
fession, and (e) cooperation in the establishment of facilities for graduate educa- 
tion in occupational surgery by means of residencies in hospitals affiliated with 


medical schools, or their equivalents. 


Frederick W. Slobe, M.D., F.A.C.S., F.1.C.S., Chairman 
E. C. Holmblad, M.D., F.A.C.S., Secretary 


For further details, address Dr. Arnold S. Jackson, Secretary, United States 


Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 


Tllinois. 
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Lymphocytic Vastindions After Irradiation of the 
Adrenal Glands 


PROF. DR. MANUEL A. MANZANILLA, F.LC.S. (HON.)# 
anp MANUEL A. MANZANILLA, JR.*# 


MEXICO D.F., MEXICO 


T IS well known that roentgen rays pro- 
| duce in certain organisms hematic 
alterations, such as a striking varia- 
tion in the number of lymphocytes. It is 
believed that the adrenals play an impor- 
tant role in the mechanism of lymphocytic 
control, as it has been observed that such 
variations do not occur in adrenalecto- 
mized animals. 

We do not know of a case in which this 
gland would have been irradiated, as the 
literature reports only those in which the 
entire body or large parts of this were 
irradiated, all of which may hide the role 
played by the adrenal glands. Some in- 
vestigators report that roentgen rays pro- 
duce a variation in the number of lympho- 
cytes, in whose mechanism the adrenals 
do not seem to act. After a careful sur- 
vey of the literature, we were unable to 
find references to lymphocytic variations 
produced in man after irradiation of the 
adrenal glands. 

It is for this reason, and with the pur- 
pose of learning something about the in- 
fluences that adrenal irradiation may have 
in man, that we have irradiated the 
glandular zone and studied the lympho- 
cytic variations produced. The investiga- 
tion was performed with the idea that 
this method would be helpful in identify- 
ing certain phenomena and functions of 
the adrenals, which in turn would be help- 
ful in disclosing certain important sur- 
gical and clinical conditions. 


PREVIOUS STUDIES 
Several authors have shown that in 
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animals roentgen rays modify the lym- 
phoid tissue and so the concentration of 
this element in blood; the main al- 
terations being lymphocytic degeneration 
in the spleen! and decrease in the num- 
ber of circulating lymphocytes.? However, 
some investigators have shown an in- 
crease, having correlated lymphopenia 
with strong doses of irradiation and lym- 
phocytosis with weak doses,* a relation 
which has not been obtained by others who 
consider lymphopenia the only alteration, 
independently of the intensity of the 
stimulus, showing that even the lympho- 
cytosis observed after the weaker doses 
follows primary lymphopenia.”° 

Dougherty and White (1945), studying 
the similarity in the image of the lymphoid 
tissue and circulating lymphocytes after 
irradiation, with those images produced 
after the administration of hypophysio- 
corticotropic and adrenocortocotropic hor- 
mones, came to the conclusion that the 
hypophysical and adrenal secretions may 
be the normal mechanism for certain ac- 
tions attributed to roentgen rays.** 

The roentgen rays, like the cortical 
substances, produce intense or definite 
lymphopenia in certain species of ani- 
mals,* as well as alterations in the lym- 
phoid tissue similar to those produced 
after irradiation, though not identical. 
Such relations made possible the use of 
roentgen rays in study of the mechanism 
of the hypophysioadrenal system in cer- 
tain lymphoid variations, verifying the 
importance of said system when it was 
observed that the changes produced in 
the lymphoid tissue of animals after ir- 
radiation took place only when the hypo- 
physioadrenal system complete.* 
Other investigators emphasize the humoral 
participation of the aforementioned mech- 
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anism in the genesis of lymphopenia after 
irradiation. Barnes and Furth (1943) ob- 
served lymphopenia in animals in parabi- 
osis after irradiation, 1 of the subjects 
being adrenalectomized. Therefore, 
adrenal participation in lymphocytic vari- 
ations produced by roentgen rays in ani- 
mals has been demonstrated. 

Even so, some investigators have shown 
that the roentgen lymphopenic action is 
not produced by the adrenals only, as it 
can originate after irradiation of regions 
not related to the adrenal glands.’ 
Dougherty and White (1946) have dem- 
onstrated indirect effects due to adrenal 
activity after weak doses and direct ef- 
fects independent of the adrenal gland 
after strong doses. However, Leblond and 
Segal (1942) did not produce lymphocytic 
changes by administration of strong doses 
in adrenalectomized animals. 

Experimental Method. — Ten observa- 
tions on adrenal irradiation were made in 
5 normal adults. We recorded the number 
of lymphocytes per cubic millimeter of 
blood before irradiation at intervals of 
fifteen minutes and three, twelve and 
twenty-four hours after irradiation. The 
characteristics and doses of irradiation 
were determined by Dr. Manuel F. Ma- 
drazo. The cases studied were as follows: 

A. Cases 1 and 2: 180 Kv., 5 Ma., 50 
cm. distance, with 0.5 mm. Cu, 1 mm. Al, 
five minutes, 150 R. 

B. Cases 3 and 4: 180 Kv., 5 Ma., 25 
cm. distance, with 0.5 mm. Cu, 1 mm. Al, 
five minutes, 75 R. 

C. Cases 5, 6, 7and 8: 130 Kv., 10 Ma., 
50 cm. distance, with 3 mm. Al, five min- 
utes, 117 R. 

D. Cases 9 and 10: 130 Kv., 10 Ma., 
50 cm. distance, with 3 mm. Al, three 
minutes, 117 R. 


RESULTS 


In the total group of 10 cases there was 
a variation in the number of lymphocytes; 
an increase was observed in 8 and a de- 
crease in 2. The point of maximal in- 
tensity in variation was found to be close 
to fifteen minutes after irradiation, with 
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the exception of Case 4, in which it was 
found to be three hours after irradiation. 
The increase in the number of circulating 
lymphocytes lasted for twenty-four hours 
in 5 of the cases, twelve hours in 1 case 
and three hours in the remaining 2 cases. 
The decrease in the number of circulating 
lymphocytes lasted for twelve hours in 1 
case and three hours in the other one. As 
for variations in number, the increase 
ranged from 600 to 3,212, starting from 
the number observed before irradiation, 
and the decrease ranged from 992 to 1,264. 

Neither the increase nor the decrease 
in the number of circulating lymphocytes 
showed a relation in type or intensity as 
a response to the variations in stimulus. 
With the same type of stimulus in 2 of 
the cases, an increase in the number of 
lymphocytes in 1 of the adrenals was 
observed, while there was a decrease in 
the other (Cases 3 and 4 and Cases 5 
and 6). 


COMMENT 


It seems logical to conclude that the 
results obtained were produced by adrenal 
irradiation, since they appeared in al- 
most all of the cases, with a point of 
maximal intensity at the fifteen-minute 
count. Considering that by irradiating 
the glandular zone both the cortical and 
the medullary portions are stimulated (at 
least theoretically), it is necessary to de- 
termine to which of these parts the re- 
sponse must be attributed. In most cases 
reported in the literature the effects pro- 
duced by irradiation have been attributed 
to the adrenal cortex; however, consider- 
ing that the adrenal medulla may also be 
stimulated,* we shall consider both fac- 
tors. Most investigators have obtained a 
decrease in the number of lymphocytes; 
in our experiments the predominant effect, 
both in frequency and duration, was an 
increase in the number of lymphocytes. 

It has been demonstrated by several 
experiments that it is possible to produce 
lymphocytic variations by stimulating 
cortical or medullary activity. The ad- 
ministration of ACTH produces lympho- 
penia; this hormone acts as a stimulus to 
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the adrenal gland.** Lymphopenia is also 
produced after the administration of 
adrenocortical extracts. In addition, it 
has been demonstrated that the oxy- 
genated steroids in C 11 are the com- 
pounds which exert the lymphopenic in- 


Maximal lymphocytic variation. 


Lymphocytic variation after irradiation. 


fluence, desoxycorticosterone not being 
effective, in contrast with cortisone, com- 
pound F of Wintersteiner, E of Kendall 
and other steroids which produce it.*” 
Such lymphopenic effects produced after 
the administration of adrenocortical hor- 
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mones have also been observed in man.® 
Furthermore, a certain parallelism has 
been observed in the number of circulat- 
ing lymphocytes and variations in ketos- 
teroids.’° At any rate, all evidence avail- 
able, clinical and experimental, seems to 
point out the relations of hyperfunction 
of the adrenal cortex with lymphopenia 
and hypofunction of the adrenal cortex 
with lymphocytosis.'! Recently (1950) 
Dury demonstrated that epinephrine as a 
stimulus for the production of lympho- 
cytes acts independently from the rest of 
the gland.'? Inversely, some investigators 
report that reduction of the chromaffin 
system produces lymphopenia.'* There- 
fore, a relation of lymphocytosis-hyper- 
function of the adrenal medulla and lym- 
phopenia-hypofunction of the adrenal 
medulla is so established. 


On the basis of the facts already dis- 
cussed, it is possible to say that the lym- 
phocytosis observed is due to a predomi- 
nance of medullary stimulation or cortical 
inhibition; and we say predominance be- 
cause it is not possible to disregard either 
of the two factors involved. We are in- 
clined to believe that stimulation of the 
adrenal medulla is more liable to produce 
it, since (1) our experiments agree with 
those mentioned before, and in which, 
with other biological tracers, certain 
modifications attributed to epinephrine 
were obtained, and (2) there are no ref- 
erences to prove that irradiation would 
originate the responses attributed to in- 
hibition of the adrenal cortex; instead, 
cases are reported in which stimulation 
was proved. Hugh (1949) observed an 
increase in ketosteroids after irradia- 
tion.!* As for the lymphopenia, it is be- 
lieved to be the result of a predominance 
in stimulation of the adrenal cortex. 

The fact that neither type of response 
(increase or decrease in the number of 
lymphocytes) showed any relation to the 
type or intensity of the stimulus and that 
both types of response were obtained in 
1 of the cases, in which a stimulus with 
the same characteristics was used, in- 
dicates that the lymphocytic responses 
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produced after roentgen irradiation of the 
adrenals is based largely on the functional 
state of each gland. 


CONCLUSIONS 


1. The adrenal glands, after being 
stimulated with roentgen rays, are capable 
of producing variations in the number of 
lymphocytes. 

2. The variations observed consist 
mainly of an increase in the number of 
lymphocytes, which, by analogy to ex- 
periments in animals, may be attributed 
to medullary stimulation. 

3. A decrease in the number of lym- 
phocytes is also produced; though it is 
less striking in man, several investigators 
have reported it to be the predominating 
effect in animals. This decrease can be 
attributed to stimulation of the adrenal 
cortex. 

4. There does not seem to be a relation 
between the intensity of the stimulus and 
the type of response, at least with the 
types of stimulus used in our experiments. 


5. In the same subject and with the 
same type of stimulus, roentgen irradia- 
tion of the adrenals may produce differ- 
ent responses. 

6. Study of variations in the number 
of circulating lymphocytes, together with 
modifications in the hematic cells and 
blood chemistry produced after irradia- 
tion, would be a valuable aid in determin- 
ing the existence and functional state of 
the adrenals in certain clinical and sur- 
gical conditions, especially before total 
monolateral adrenalectomy, to disclose in- 
sufficiency or congenital absence of the 
contralateral gland and to provide better 
postoperative control. 


SUMMARY 


A study is made of variations in the 
number of lymphocytes produced after 
irradiation, in an effort to identify cer- 
tain phenomena related to the presence 
and functions of the adrenals. The method 
used may prove to be a valuable aid in 
certain conditions of clinical and surgical 
importance. 
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RESUMEN 


Se estudian las variaciones linfocitarias 
por irradiacion suprarrenal, en uno de los 
aspectos de investigacién sobre el par- 
ticular, con fines a la identificacién de 
fenomenos relacionados con la presencia 
y funcion suprarrenal, de posible utilidad 
en determinadas condiciones de impor- 
tancia clinica y quirtrgica. 
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Use of Streptokinase-Dornase in Certain 
Surgical Conditions 
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NEW YORK 


and their co-workers has established 
the therapeutic effectiveness of 
streptokinase (SK) and _ streptodornase 
(SD) in various medical conditions. No 
review article on their work is available, 
but many of the pertinent references are 
listed.! In addition, Wright and his asso- 
ciates have shown the value of SK-SD 
mixtures in preventing postoperative ab- 
dominal adhesions in rabbits.2 These 
enzymes, SK and SD, are now available 
in sufficient quantity and in a partially 
purified form so as to be of practical 
significance. 
The mechanism of action of these two 


[ana work of Tillet, Sherry and Read 


agents has been presented in detail in 
various references among those cited.! 
Suffice it to say here that SK activates 
a fibrin lysing system occurring naturally 
in human blood and that SD accelerates 


the depolymerization of desoxyribose 
nucleoprotein. Both fibrin and the latter 
substance are conspicuous ingredients of 
purulent exudates and other pathologic 
processes of the human body. The strep- 
tokinase reaction requires a specific sub- 
strate which is present in human and 
rabbit blood but absent in certain other 
animal species. 

Various surgical conditions would ob- 
viously be benefited by the type of ad- 
junctive therapy offered by SK-SD, and 
with this in mind the drug was evalu- 
ated for the following conditions: decu- 
bitus ulcers, burns, wound infections, 
fascial sloughs, eviscerations, infected 
sinus tracts and fistulas, hematomas, cer- 
tain chest conditions and a small miscel- 
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laneous group. It should be emphasized 
that the drug was used only as an addi- 
tional aid in the total management of 
each patient. Recognized methods of man- 
agement and therapy, including antibi- 
otics, must be maintained along with SK- 
SD therapy. 

Methods.—Streptokinase and _ strepto- 
dornase were furnished* in vials contain- 
ing mixtures of the two drugs in a lyo- 
philized, sterile, partially purified form. 
In some cases the ratio of SK to SD was 
4 to 1 and in others the ratio was 2 to 3. 
For use, the contents of each vial was 
reconstituted in sterile, isotonic saline 
and the solution applied as indicated, ac- 
cording to the condition under treatment. 
In all cases the drug was diluted approxi- 
mately twenty to thirty times just before 
use in order to nullify the SK inhibitor 
present in the concentrate. The drug was 
always used immediately after it was 
placed into solution. 

The patients chosen for this form of 
therapy were those who seemingly would 
benefit most from this type of enzymatic 
débridement. These agents were used as 
adjuncts in the management of each case; 
they were not a substituted form of 
therapy. Each patient was followed close- 
ly during the course of treatment and 
was re-treated when necessary. Usually 
more than one application of the drug 
is needed, since the agents are labile and 
their period of action is self-limited. 

The method of application of the SK- 
SD solution necessarily varied according 
to the condition treated, since the basic 
principle of the therapy calls for direct 


action of the enzymes upon their specific 

*These preparations were kindly supplied by the 
Lederle Laboratories Division, American Cyanamid 
Company, Pearl River, New York. 
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substrates. In the treatment of decubitus 
ulcers, fascial sloughs, burns, infected 
wounds, sinuses and fistulas the drug was 
applied in the form of a wet dressing. 
Sterile cotton gauze was placed on the 
area to be treated, or packed into hollow 
areas, and the SK-SD solution then soaked 
into the gauze. The amount of drug and 
saline solution needed varied with the size 
of the area treated. Usually from one to 
three vials were used per treatment, and 
each vial was diluted with 10 to 40 ml. 
of saline solution. In these cases the pur- 
pose of the gauze was twofold: to serve 
as a dressing, and to supply a mechanical 
means of holding the solution at the site 
of treatment. 

In the case of hematomas, chest condi- 
tions and the miscellaneous cases treated 
(scrotal abscess, hematocele, intact gauze 
packing which was not removable) the 
drug was injected directly into the areas 
under treatment after preliminary aspira- 
tion of any free fluid. The area was then 
reaspirated approximately twenty-four 
hours after treatment and more drug in- 
jected if needed. 

The criterion for SK-SD therapy in 
cases of the first type (those in which 
wet dressings were used) was the presence 
of an area with considerable necrotic and 
inflammatory débris, the partial or com- 
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plete removal of which was either not 
possible or not feasible by mechanical 
means. The objective of the treatment in 
this type of case was to expedite com- 
plete removal of this débris and thus 
stimulate the normal healing process. In 
cases of the second type (those in which 
direct instillation was employed) the 
criterion for treatment was the presence 
of thick, unaspiratable fluid considered 
amenable to SK-SD. The objective of the 
treatment here was to render this fluid 
removable through the intermediary of 
the enzymes injected. 
Results.—Decubitus Ulcers: Fifteen in- 
dividual decubitus ulcers were treated 
with SK-SD. The size and location of the 
areas treated, as well as the dosage, bac- 
teriologic picture and results, are shown 
in Table 1. In all cases the drug was used 
as a wet dressing by soaking the solution 
(usually 20 to 30 ml. of sterile saline to 
1 vial of the drug) into sterile cotton 
gauze sponges for surface treatment or by 
soaking it into sterile gauze packing for 
deep application. The amount of drug 
used varied with the size and depth of the 
area treated. In most cases the amount of 
drug used per treatment can be deter- 
mined by dividing the number of treat- 
ments into the total dosage (Table 1). 
The enzymatic action of the drug was 


Fig. 1—Decubitus ulcer of sacrum (patient J. R., Case 1, Table 1). A, before treatment with strep- 
tokinase-dornase. B, forty-eight hours later, 1 vial of streptokinase-dornase having been applied 
for two successive days. Note almost complete débridement. 
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TABLE I.—Decubitus Ulcers and Burns Treated with Streptokinase-Dornase 


Age and 
Sex of 
Patient 


Location and 
Size of Area 
Treated 


| 
Total Dose 
(U*) 


No. of 
Treat- 
ments 


Total 
Days 
Seen 


Bacteriologic Data 


Result 


J.R. 
39, M 


Sacrum 
3x4 cm., to bone 


0.6 Sk 
0.125 SD 


3 


3 


B. proteus, Staph. 
albus, gamma strep. 


Completely débrided 
and ready for grafting 
in 3 days 


29, M 


Sacrum 
15X12 em., 
to bone 


Left thigh 
8 X6cem.,to bone 


12.4 SK 


Beta strep., Staph. 
albus, Gamma strep., 
diphtheroids, B. 
proteus, Pseudomonas. 
A. aerogenes, 
paracolon bacilli 
Same as above 


Completely débrided 
and ready for grafting 
in 35 days 


Completely débrided 
and ready for grafting 
in 15 days 


Sacrum 5X4 cm., 
to bone 


Sacrum 
5X4 em.,to bone 


Not done 


Not done 


Completely débrided 
and ready for grafting 
in 5 days 
Débrided to bone 
with some granulation 
tissue at base at time 
of death of patient 


Right buttock 
2x3 cm.,to bone 


1.125 SD 


B. proteus, Gamma 
strep. 


Completely débrided 
and ready for grafting 
in 26 days 


Sacrum 
12X10 em., 
to bone 


2.15 SK 
0.537 SD 


Anaerobic strep., 

gamma strep., B. 

proteus, Pseudo- 
monas, A. aerogenes 


Completely débrided 
and ready for grafting 
in 19 days 


Right 
3X2cm., to bone 


Pseudomonas, gamma 
strep. 


Completely débrided 
and ready for grafting 
in 9 days 


Right shoulder 
3X4 em., 
to fascia 


B. proteus, gamma 
strep. 


Completely débrided 
and ready for grafting 
in 6 days 


Sacrum 3 X4cm., 
to bone 


Not done 


Completely débrided 
and ready for grafting 
in 2 days 


Sacrum 6 X5em., 
to bone 


B. proteus, gamma 
strep., A. aerogenes 


Completely débrided 
and ready for grafting 
in 5 days 


Sacrum 
8X8 em..to bone 


Right hi 
4X5em.,to 


Beta strep., B. 
proteus, Staph. albus 


B. proteus, Staph. 
albus 


Completely débrided 
and ready for grafting 
in 32 days 
Partial débridement 
with some resistant 
areas of necrotic tissue 
remaining 


Sacrum 
8X5 cm.,to bone 


B. proteus 


| 


Completely débrided 
and ready for grafting 
in 9 days 


Sacrum 
2xX4cem., to bone 


Pseudomonas, Staph. 
albus 


Completely débrided 
and ready for grafting 
in 4 days 


| | | 
| 
| 74, F 0.658D | 
| | 
| 0.258D | 
37, M a | 
| 
5 | | 19 | 19 | 
| | | | | 
46, M 0.45 SD | 
39, M 0.45 SD Po 
| ossk 2 2 
39, F | 0.2 SD 
| 
0 | A.W, 868K 7 | 32 | 
| 37. F 12.9 SD | 
648D | 
| BJ. 3.0 SK | 5 | 
63. M 0.15 SD | 
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TABLE 1.—Decubitus Ulcers and Burns Treated with Streptokinase-Dornase (Continued) 


Age and | Location and | 
Case | Sex of Size of Area Total Dose 


| Patient | Treated (U*) 


No. of 
Treat- 
ments 


Total | 


Days | Bacteriologic Data Result 
Seen 


axilla, neck, face, | 
| chest; approx. | 
a 20% total body | 
area | 
| 


138 | V.M. | 2° & 3° burns of | 6.8 SK 10 | Betastrep., Staph. | Completely débrided 
| 51, F left buttock, 0.3 SD | albus, Pseudomonas, | and ready for grafting 
20X18 em. Bacillus sp. in 10 days 

14 | R.R. | 1° & 2° burns of | 2.4 SK 7 | Betastrep., Staph. | Complete mospeors in 
; 23,M neck, anterior | 1SD ' albus, Bacillus Sp:, | 7 da ays; no graft 

chest; approx. A. aerogenes needed 
3.5% total 
body area 

15 M.B. | 2°&3°burnsof| 42.6SK 30 | A. aerogenes, Pseudo- | Completely débrided 

' 30, F | entire right arm, | 25 SD monas, gamma strep. | and ready for grafting 


in 30 days 


sUnits of SK-SD are — in millions, 


frequently augmented with mechanical 
débridement. Each patient was observed 
daily and was redressed and retreated 
whenever necessary, usually each second 
or third day and sometimes each day. 
Treatment was continued until all necrotic 
tissue and exudates had been completely 
replaced with healthy granulation tissue 
(1 patient, A. W., right hip, did not re- 
spond completely). Occasionally a small 
pocket of necrotic material remained after 
the main portion of the ulcer had been 
completely débrided, thus extending the 
period of observation and treatment. As 
would be expected, the smaller ulcers gen- 
erally required less of the drug and a 
shorter period of treatment than did the 
larger ones. All patients received paren- 
teral antibiotics, penicillin or aureomycin, 
and many were also treated locally with 
furacin or tyrothricin. 

A typical result is shown in Figure 1. 
This patient (J. R.) had a decubitus ulcer 
over the sacrum measuring approximately 
3 by 4 cm. and extending in depth to bone. 
After three consecutive days of treatment, 
with use of 1 vial of SK-SD per day, all 
of the necrotic tissue had been completely 


skin grafting. 
In certain cases there were extended 
periods of treatment and observation, but 


débrided and the patient was ready for 


this was due, in the main, to small isolated 
pockets of necrotic material which re- 
mained after the major portion of the 
ulcer had been débrided. In general, the 
response obtained was in direct propor- 
tion to the size and accessibility of the 
area treated. 

Toxic reactions due to SK-SD were 
minimal, consisting at most of an ele- 
vated temperature (100 to 103 F.) for 
a few hours. This was controlled with 
aspirin. 

Most of the ulcers were studied by 
bacteriologic cultures, and all yielded a 
mixed flora consisting of commonly en- 
countered contaminants. There seemed to 
be no correlation between the bacterio- 
logic picture and the clinical course. 
Antibiotics were administered to all of 
these patients. Preliminary experiments 
have indicated that SK-SD may possess 
some antibacterial action, thus aiding heal- 
ing, but this is not as yet established. 

The general impression in this group of 
cases was that streptokinase and strepto- 
dornase considerably accelerated the heal- 
ing process and that they actually cleansed 
wounds more thoroughly than was pos- 
sible before their use. The areas treated 
with SK-SD were ready for skin grafting 
much sooner than were comparable areas 
not so treated. The results in this group 
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of cases were very striking, and the use 
of these agents in decubitus ulcers is defi- 
nitely advocated. 

Burns: A relatively small number of 
burns were treated in this series (Table 
1) but the results obtained definitely war- 
rant more study. Two patients, V. M. and 
R. R., had relatively small areas involved, 
and they were treated with wet dressings. 
Both showed a rapid and complete dé- 
bridement of necrotic material with a re- 
sultant decreased hospital morbidity. The 
third patient, M. B., had extensive burns 
covering approximately 20 per cent of 
the total body area. Here the result was 
not gratifying, owing to the problem of 
applying the drug. Wet dressings were 
uncomfortable and moreover could pre- 
dispose the patient to chilling and subse- 
quent infection of the upper part of the 
respiratory tract. In this particular case 
the agents were placed in solution in ster- 
ile saline and a semifluid paste then made 
with sterile, water-soluble lubricating 
jelly. This preparation was applied with 
sterile tongue blades, over which was 
placed a _ sterile gauze dressing. The 
method was satisfactory from the stand- 
point of both patient and application, but 
the result was not entirely so. The pa- 
tients’ progress apparently was neither 
hindered nor particularly helped by the 
treatment. Possibly the drugs were not 
released in sufficient concentration from 
the base preparation, or some factor in 
the lubricant may have inhibited or an- 
tagonized the enzymatic reaction. Theo- 
retically, SK-SD should be of value for 
burns of all sizes, but until the problem 
of application is overcome the main use 
of these drugs will probably be in the 
management of relatively small burns 
which can be treated successfully with wet 
dressings. 

These 3 patients were also treated with 
antibiotics and studied by bacteriologic 
cultures. Both patient V. M. and patient 
R. R. showed beta hemolytic streptococci 
and other common contaminants of the 
burn site, and yet the necrotic slough was 
quickly and completely removed. 

An extensive study of the problem of 
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treating burns with SK-SD is in progress 
at this hospital. Until the results of this 
work are available a complete and definite 
evaluation of SK-SD for this condition 
will not be possible. 

Wound Infections, Fascial Sloughs, Evis- 
cerations, Sinuses and Fistulas: A num- 
ber of postoperative and other patients 
presented one or more of these complica- 
tions requiring débridement. For the pur- 
poses of this report the following defini- 
tions have been used: wound infection, 
a superficial infection with intact fascia; 
fascial slough, an infection with the 
superficial fascia involved; evisceration, 
an infection with the superficial and 
transversalis fascia and peritoneum in- 
volved, with the intestine exposed but not 
necessarily protruding. In this series a 
total of 3 wound infections were treated (1 
with sinus formation) ; 4 fascial sloughs; 
2 eviscerations in which intestine was ex- 
posed, and 2 conditions involving necrotic 
sinus tracts. All were treated with wet 
dressings and wet packings of SK-SD, 
according to the dosage shown in Table 2. 


The results in this group of cases were 
excellent. Healing was remarkably accel- 
erated in all cases because of the rapid 
and complete cleansing of the wound area. 
From past experience (before the use of 
SK-SD) most of these patients would have 
been expected to have a much longer post- 
operative illness. In general, the length 
of time required for complete débride- 
ment was directly proportional to the size 
and accessibility of the area treated. The 
drugs were especially applicable in the 
case of sinus tracts and fistulas. One case 
in point is that of patient I. B. (Case 3, 
Table 2), who had a postoperative intes- 
tinal fistula with exposure of intestine. 
The postoperative course was stormy and 
septic. SK and SD were applied once to 
the infected area; the wound became 
clean, the septic course was interrupted, 
and the patient went on to total recovery. 
Complete credit for the recovery of this 
patient is not ascribed to SK-SD, but the 
turning point toward recovery occurred 
with the use of the drugs. 

Figure 2 shows the result obtained in 
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TABLE 2.—Wound Infections, Fascial Sloughs, Eviscerations, Sinuses, 
and Fistulas Treated with Streptokinase-Dornase 


Age and 
Sex of 
Patient 


Location and 
Size of Area 
Treated 


No. of 
Treat- 
ments 


Total 
Days 
n 


Bacteriologic Data 


| 


Result 


Postoperative in- 
testinal obstruction 
with fascial slough 

8X5 cm. 


2 


2 


E. coli, Gamma 
strep., Bacillus sp. 


Completely débrided 
in 2 days with com- 
plete healing in 
14 days 


Postoperative in- 
cisional hernia with 
wound infection 
and sinus formation 
1 em. skin opening 


0.8 Sk 
0.228 SD 


Paracolon bacilli, 
gamma strep. 


Not much improve- 
ment due to difficulty 
of applying drug— 
small skin opening 
with large under- 
mining infection 


Postoperative in- 
testinal fistula with 
evisceration 
10X8 cm. 


Beta strep., 
Pseudomonas, B. 
proteus 


Necrotic tissue above 
granulation base dé- 
brided in 2 days; 
fistulous tract not 
affected 


Postoperative colos- 
tomy with fascial 
slough 3X4 em. 


B. proteus, 
gamma strep., 
A. aerogenes 


Completely débrided 
in 6 days 


Postoperative 
fascial slough 
7X5 em. 


E. coli, gamma 


strep., Pseudomonas 


Completely débrided 
6d 


Postoperative gun- 
shot wound with 
fascial slough; 
3X4 cm. 


strep. 


E. coli, gamma Completely débrided 


in 3 days 


Multiple abdominal 
sinus tracts (4) due 
to radiation necro- 
sis; 8X7 cm. to 
2X3 em, to and 
through peritoneum 


Not done 


| Sinuses draining freely 


and much necrotic 


| tissue débrided; pa- 


tient died before 
therapy completed 


Subphrenie abscess 
with draining sinus 
tract; em., 
to subdiaphragmatic 
abscess 


B. proteus, gamma 
strep. 


Completely débrided 
in 24 days 


Postoperative in- 

testinal resection 

with evisceration; 
4X3 cm. 


E. coli, B. proteus 


Completely débrided 
in 4 days 


Infected knife 
wound with much 
clotted blood. 
12X83 em., to 
fascia of thigh 


Staph. albus, beta 
strep. 


Clotted blood evacu- 


ated in 3 days; wound 


completely débrided 
in 7 days 


Postoperative ex- 
ploratory laparo- 
tomy with wound 
infection; 3X4 cm. 


Beta strep., B. 
proteus, A. 
aerogenes 


Wound completely 
débrided in 4 days 


*Units of SK-SD are expressed in millions. 


is 
n Total | 
Case Dose | 
4 47, M | 0.28D | 
4 | | | 
¥ | | 
le | | | 
d 3 | 1B. | o6sk | 1 | 4 | a 
| 17,M | 0.2SD | | 
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Fig. 2.—Subphrenic abscess with draining sinus tract (J. D., Case 8, Table 2). A, before treatment 
with streptokinase-dornase. B, twenty days later, after fourteen treatments with streptokinase- 
dornase. Note almost complete clearing of area. 


the case of a subphrenic abscess with a 
draining sinus tract. This patient, J. D. 
(Case 8, Table 2), received a total of six- 
teen treatments, and after twelve treat- 
ments (twenty days) the complete ab- 
scessed area was practically clean. In 
view of the area treated, this was con- 
sidered a very good result. The patient’s 
postoperative course was smooth and the 
hospital illness considerably shortened. 

The postoperative course of all pa- 
tients in this group was definitely im- 
proved by the use of SK-SD. For ex- 
ample, patient A. C. F. (Case 1, Table 2) 
had a rather extensive fascial slough with 
an expected morbidity of approximately 
four weeks (from past experience). After 
two applications of the drug on successive 
days the wound was completely débrided, 
and it was completely healed in two weeks. 

All patients in this group received anti- 
biotics orally or by injection, and some 
locally, in addition to other means of 
management. 

Although this group of cases is small, 
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the results were sufficiently striking to 
warrant the use of SK-SD for these con- 
ditions. Healing was greatly accelerated, 
with a significant reduction in hospital 
morbidity, despite the presence of a 
mixed bacterial flora in most of the 
wounds. 

Hematomas and Miscellaneous Condi- 
tions: In this group 9 individual hema- 
tomas were treated with SK-SD; 1 scrotal 
abscess, 1 hematocele, and 1 instance of 
packing in a sinus tract which was not 
removable. In these cases the drug was 
placed into solution as before and in- 
jected directly into the area treated. The 
theory behind this treatment, in the case 
of hematomas, was that the clotted blood 
would possibly be lysed by SK and thus 
rendered removable by aspiration. Actu- 
ally the results with hematomas were 
difficult to evaluate, because nothing could 
be aspirated from most of them twenty- 
four hours after treatment, and the period 
of resolution was variable. However, in 
2 patients with bilateral periorbital hema- 


a 


TABLE 3.—Hematomas and Certain Miscellaneous Conditions Treated with 
Streptokinase-Dornase by Direct Instillation 


| No. of | Total ; | 
Treat- | Days | Bacteriologic Data | 


Result 
ments | Se | 


Diagnosis 
| Patient 


| Hematoma of face 


| 


2 


Not done 


| U nimproved; nothing 
aspirated before or 
after treatment 


40, 
22, F 


Right periorbital 
hematoma 


Negative 


| 

| Fair; sweiling consid- 
| erably reduced in 

| 4 days 


N.C. 
32, F 


Hematoma right 
cheek (5X2 em.) 


Not done 


| Good; subsided in 48 
| hours; nothing 
aspirated 


DaG. 
32, M 


Hematoma face 
and right cheek 


Not done 


| Fair; resolved com- 
pletely in 9 days 


40, F 


Hematoma right 
eye and cheek 
(3X2 em.) 


Not done 


| Good; aspirated 10 
| mi. serosanguinous 
| material after treat- 
| ment; completely 

| healed 2 days after 
| last treatment 


Hematoma right 
shoulder (3 X2 cm.) 


0.125 SD 


Not done 


Good; resolved in 
2 days 


Bilateral periorbital 
hematomas 


| 
| 


0.6 Sk 
0.2 SD 
in left eye. 
rt. eye not 
treated 


Not done 


Good; left eye much 
less ecchymotic and 
edematous than right 
eye after 4 days 


Bilateral periorbital 
hematomas 


Hematoma of scalp 


| 
| 
| 
| 
| 


0.4 Sk 
0.3 SD 
in rt. eye, 
left eye not 
treated 
0.6 SK 
0.45 SD 


Not done 


Memolytic Staph. 


albus 


Good; swelling consid- 
erably reduced in right 
eye at 24 hours as 
compared to left eye 


Good; swelling much 
reduced in 24 hours 
and small amount of 
thin bloody fluid as- 
pirated; bled spon- 
taneously at 48 hours 


Serotal abscess 
(3X2 em.) 


Not done 


Good; aspirated 15 
ml. thin fluid 24 hours 
after treatment; com- 
pletely reduced in size 
in 24 hours; resolved 

completely 


Right hematocele 


0.4 SK 
0.125 SD 


Hemolytic and non- 
hemolytic Staph. 


albus 


Good; aspirated 106 
ml. thin hemorrhagic 
fluid and scrotum 
normal in size in 2 days 


BR. W. 
20, M 


Hemorrhagic tract 
in left axillary area 
due to Hodgkin’s 
disease (2X4 em.) 
with tight packing 
intact, 


0.4 SK 
0.125 SD 


Not done 


Good; packing easily 


removed in 24 hours 


*Units of SK-SD are expressed in millions, 


Age and | | 
Case | ose 
| | 0.4 Sk | 6 
| 0.12 SD 
| 0.12 SD 
3 | | 1/1, 
| 0.08 SD | | | 
| 1.2 SK | 
5 | 0.5 SK | 2 | ‘4, 
0.25 SD 
| | 
| | | | 
| 42,M | | | 
| | | | | | 
38,F | | | 
| | | 
| | | | 
il 
9 | RT. 0.2 SK 1 5 
patient 
dept. 
d | 30, M | | 
| | | | 
d | | | 
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tomas, S. J. and W. W. (Cases 7 and 8, 
Table 3) one eye was treated and the 
other was untreated. In both cases the 
size of the treated eye was considerably 
reduced as compared to that of the un- 
treated eye. Possibly the drug makes pos- 
sible the resorption of fluids by the body, 
fluids which cannot be aspirated because 
they are held in various interstitial spaces. 

The amount of drug solution injected 
into hematomas was necessarily small, 
varying from 2 to 5 ml. The injection 
was accompanied by slight pain, which 
was undoubtedly of mechanical origin. 
The pain was not severe enough to in- 
validate the treatment. Cultures were not 
done of most of the hematomas, on the 
presumption that they were sterile proc- 
esses. 

More work on the treatment of hema- 
tomas is indicated. The results obtained 


Fig. 3.—Traumatic hemothorax (T. G., Case 3, 

Table 4). A, before treatment with streptokinase- 

dornase. B, twelve days later, after 4 treatments 

with streptokinase-dornase. Note extensive re- 
moval of loculated coagulum. 
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here are suggestive of a beneficial effect, 
nothing more (Table 3). 

The scrotal abscess and the hematocele 
treated by direct instillation of SK-SD 
responded excellently. Fluid was easily 
aspirated after treatment, but not before 
treatment, and in both cases the condi- 
tion resolved quickly. The other miscel- 
laneous case (patient R. W., Case 11, 
Table 3), illustrates how the drug may 
solve certain annoying problems. In this 
case gauze packing was placed into a 
hemorrhagic tract and later was found 
to be so impacted that it could not be 
easily removed. Two vials of SK-SD were 
injected into the area, and twenty-four 
hours later the packing was easily re- 
moved. This is merely one of the many 
little side uses to which the drugs may 
be applied. 


Chest Conditions: Although Tillet and 
his co-workers have demonstrated the 
usefulness of SK and SD in the therapy 
of chests containing loculated, unaspirable 
fluid,| a few such cases are included in 
this report. The good results of these 
authors were duplicated by us in 2 cases 
of traumatic hemothorax (patients T. G. 
and E. G., Cases 3 and 4, Table 4). Figure 
3 shows the result obtained with patient 
T. G. After 6 treatments covering a 
period of sixteen days the chest was com- 
pletely clear. Much thin serosanguineous 
fluid was aspirated after treatment. The 
same type of result was obtained with 
E. G., who had a stab wound of the heart 
which revealed Streptococcus viridans on 
culture. Both patients responded well 
after treatment, and the chests cleared 
quickly. Of the other 3 patients in this 
group, J. M. (Case 2, Table 4) was not 
a good candidate for SK-SD therapy, but 
his diagnosis was not definite until after 
treatment had been discontinued. Patient 
L. H. (Case 5, Table 4) likewise was 
probably not in need of treatment, since 
much fluid was removed before treatment. 
However, his chest did remain clear after 
one instillation of four vials of SK-SD. 
Patient L. I. (Case 1, Table 4) was not 
relieved of his conditio1 by the treatment, 
and treatment was discontinued. In most 
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TABLE 4.—Chests Treated with Streptokinase-Dornase by Direct Instillation 


Age and Total 
Sex of Diagnosis Dose 


No. of | Total 
Treat- | Days | Bacteriologic Data Result 
Patient (U*) ments | Seen 


Tuberculous 
57, M empyema 


| 5 Chest negative, | Unimproved; chest 
refilled to previous 
level after each tap; 

fluid thin and hemor- 


sputum acid-fast 


Bronchiogenic 
carcinoma with 
generalized 
carcinomatosis 


Unimproved; chest 
| refilled to previous 
| level after each tap; 
‘total of 4,075 ml. thin 
| fluid aspirated; diag- 
| nosis proved at 
autopsy 


Negative 


| 
| rhagic 
| 
| 


Traumatic hemo- 
pneumothorax 
right chest 


Negative | Good; chest com- 
| pletely clear after 
days 


Stab wound of 
heart with peri- 
cardial effusion 


Streptococcus | Good; no fluid remov- 
viridans | able before treatment; 
250 ml. thin fluid 
aspirated after treat- 
ment and remainder 
absorbed 


Traumatic left 
hemothorax 


Not done Questionable; 1.100 
ml. fluid aspirated 

| before treatment and 
| 500 ml. after treat- 

ment; chest remained 

| clear after treatment 


*Units of SK-SD are expressed in millions. 


) 


of these cases injections and aspirations 
were performed at multiple sites. 

This group of cases is limited in num- 
ber because the aforementioned authors 
have exhaustively defined the role of these 
drugs in the treatment of chest conditions. 
The work reported here has merely served 
to substantiate and further stress this 
role. 


COMMENT 


Forty-six patients have been treated with 
streptokinase and streptodornase, and the 
results obtained indicate the value of the 
treatment. This report stresses the role 
of these drugs in the therapy of certain 
surgical conditions. Their worth for ne- 
crotic, purulent wounds is beyond ques- 
tion. Excellent results were obtained with 
decubitus ulcers, burns, wound infections, 
fascial sloughs, eviscerations, a_ scrotal 


abscess and a hematocele. The method of 
application, whether by wet dressings, wet 
packings or direct instillation, has proved 
completely satisfactory. The problem of 
application of the drugs in the case of ex- 
tensive burns remains. In the case of 
deep sinus tracts or fistulas or any other 
inaccessible area the drugs are especially 
useful, and good débridement has been 
obtained. The results obtained with hema- 
tomas suggest that further work is needed 
for better evaluation of the drugs. Re- 
sults in the chest conditions treated fur- 
ther stress the role that Tillet and his 
co-workers have given the drugs. 

Toxic reactions to SK-SD were mini- 
mal and should pose no problem in the 
use of these drugs. 

It should be emphasized again that 
these agents should be used only as ad- 
juncts to the total management of the 
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patient. Their sphere of activity and 
mechanism of action is clearly defined in 
this and other reports and their use should 
be limited to their inherent capabilities. 

The bacteriologic observations are of 
interest because they point out that heal- 
ing is promoted and does occur despite 
the flora. Possibly SK and SD are bac- 
tericidal, as preliminary experiments have 
indicated, or possibly parenteral antibi- 
otics reach the area in greater concentra- 
tion because of débridement and better 
vascular supply. Apparently the bacterial 
flora do not interfere with healing, and 
there was no obvious correlation between 
the types of organism observed and the 
healing process. 

The present study is preliminary and 
is being extended and expanded. As more 
experience is gained with these drugs it 
is expected that new and important uses 
for them will be found, not only in sur- 
gical and medical fields but in others as 
well. But at least, for the present, both 
the surgeon and the internist have been 
supplied with a powerful new therapeutic 
weapon. 


SUMMARY 


1. Streptokinase and _ streptodornase 
have been used therapeutically in the 
treatment of 46 surgical cases. These con- 
sisted of decubitus ulcers (15 cases) ; 
burns (3 cases) ; wound infections, fascial 
sloughs, eviscerations, infected sinus 
tracts and fistulas (11 cases) ; hematomas 
(9 cases) ; scrotal abscess (1 case) ; hema- 
tocele (1 case) ; chest conditions (5 cases), 
and gauze packing in hemorrhagic sinus 
tract (1 case). 


2. In the case of decubitus ulcers and 
burns the drug was applied in the form 
of wet dressings (wet packings in deeper 
areas). Débridement was rapid and com- 
plete, and patients were ready for skin 
grafting much sooner than comparable 
patients not so treated. 


3. The drug was applied in the same 
manner for wound infections, fascial 
sloughs, eviscerations, infected sinus tracts 
and fistulas. Again the results were ex- 
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cellent; healing was rapid and hospital 
morbidity was considerably reduced. 

4. Direct instillations of the drug were 
used in the other cases. The response in 
certain of the chest cases parallelled the 
good results previously reported. The re- 
sults in hematomas were good in general, 
but more work is needed for better evalu- 
ation. The other conditions in this group 
responded well. 

5. Toxic reactions to the drug were 
minimal and of no consequence. 

6. The drug was used as an adjunctive 
form of therapy only and did not replace 
standard methods of management. 

7. The bacterial flora did not seem to 
interfere with the action of SK-SD, and 
débridement and healing occurred despite 
the flora. 

8. This study has pointed out the use- 
ful role of SK-SD in certain surgical con- 
ditions. Much more work is required in 
order to obtain full advantage of these 
agents. 


RESUME 


1. On a employé dans 46 cas de chi- 
rurgie le traitement avec la streptokinase 
et la streptododornase. L’énumération 
suit: 15 cas d’ulcére de décubitus; 3 cas 
de bralures; 11 cas d’infection de la plaie, 
de sphacéle de la face, d’éviscérations, de 
fistules et de trajets fistuleux infectés; 9 
cas d’hématémes; 1 cas d’abcés scrotal: 
1 cas d’hématocéle; 5 cas d’infections tho- 
raciques et un cas de paquetage de sinus 
ala suite d’hémorragie. 

2. Chez les cas d’ulcéres de décubitus 
et de brilures, le médicament fut appliqué 
en pansements humides; (en paquetage 
humide dans infractuosités). Le 
débridement fut vif et complet, permettant 
une greffe cutanée plus tot chez les 
patients ainsi traités. 

3. Le médicament fut appliqué de la 
méme facgon pour les infections de plaie, 
sphacéle de la face, éviscérations, fistules 
et trajets fistuleux. Ici encore le résultat 
fut excellent, la guérison rapide et le 
séjour hospitalier d’autant raccourci. 

4. Dans d’autres cas, le médicament 
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fut donné par instillations. Le résultat fut 
aussi heureux dans les cas d’infection du 
thorax. Les cas d’hématéme répondent 
trés bien au traitement. D’autres cas aussi 
furent trés encourageants. 

5. Il n’y eit pas de réaction nocive 
durant l’emploi du médicament. 

6. L’usage du médicament doit étre 
adjointe au traitement standard, etne 
jamais se substituer 4 lui. 

7. La flore microbienne n’a pas semblé 
nuire a la guérison ni au travail du Sk-Sd. 

8. Cette étude souligne le réle utile du 
SK-SD pour certains cas de chirurgie. II 
est cependant encore trop tot pour tirer 
des conclusions définivites. 


RESUMEN 


1. Estreptoquinasa y estreptododor- 
nasa se usaron terapéuticamente en 46 
casos quirtrgicos, a saber: 15 de ulceras 
de dectibito, 3 de quemaduras, 11 de 
heridas infectadas, aponeurosis necrosa- 
das, eventraciones, senos y fistulas in- 
fectadas, 9 de hematomas, 1 de absceso 
escrotal, 5 de padecimientos toraxicos y 
1 de taponamiento con gasa de un seno 
hemorragico. 

2. La droga se aplicé en forma de 
curaciones himedas (taponamientos ht- 
medos en areas mas profundas) en 
ulceras de decibito y quemaduras. Deter- 
sidn rapida y completa, quedando listos 
los pacientes para injerto cutaneo mucho 
mas pronto que los no tratados en esta 
forma. 

3. La droga se aplicéd de la misma 
manera en heridas infectadas, aponeurosis 
necrosadas, eventraciones, senos y fistulas 
infectadas. Resultados también excelentes, 
curaciOn rapida y hospitalizacion consi- 
derablemente reducida. 

4. Se usaron instilaciones directas de 
la droga en los demas casos. La respuesta 
en algunos de los casos tordxicos com- 
parable a los buenos resultados comuni- 
cados antes. Resultados generalmente 
buenos en hematomas, pero se necesita 
mas trabajo para mejor mejor evaluacion. 
Buena respuesta en los demas estados de 
este grupo. 


WRIGHT ET AL.: STREPTOKINASE-DORNASE IN 


SURGERY 


5. Las reacciones toxicas de la droga 
fueron minimas y sin consecuencia. 

6. La droga se usd solamente como 
terapéutica auxiliar sin remplazar a los 
métodos ordinarios de tratamiento. 

7. La flora bacteriana no parecio in- 
terferir la accidn de EQ-ED, ocurriendo a 
pesar de la misma la detersi6n y curacion. 

8. Este estudio puntualiza la utilidad 
de EQ-ED en determinados estados qui- 
rurgicos. Se requiere mucho mas trabajo 
para obtener ventaja plena de _ estos 
agentes. 


ZUSAM MENFASSUNG 


1. Streptokinase und Streptododornase 
sind in der Behandlung von vierundsech- 
zig chirurgischen Faellen angewandt 
worden. Darunter befanden sich fuenf- 
zehn Dekubitalgeschwuere, drei Verbren- 
nungen, elf Faelle von Wundinfektionen, 
Gesichtsnekrosen, Eviszerationen und in- 
fizierten Fisteln und Gaengen, neun 
Bluterguesse, ein Hodensackabszess, eine 
Blutbeule, fuenf Brusterkrankungen und 
ein Fall von Gazeverband in einem bluten- 
den Fistelgang. 

2. In den Faellen von Dekubitalge- 
schwueren und Brandwunden wurde das 
Medikament in Form von feuchten Ver- 
baenden (und in tiefer gelegenen Gebieten 
in Form von feuchten Packungen) ange- 
wandt. Es fand eine sehr rasche und voll- 
staendige Reinigung  statt, und die 
Kranken waren viel frueher zur Haut- 
plastik reif als vergleichbare, nicht so 
behandelte Faelle. 

3. In gleicher Weise wurde das Medik- 
ament bei Wundinfektionen, Gesichtsne- 
krosen, Eviszerationen und _infizierten 
Gaengen und Fisteln angewandt. Auch 
hier waren die Ergebnisse ausgezeichnet ; 
rasche Heilung erfolgte und der Kranken- 
hausaufenthalt konnte erheblich abge- 
kuerzt werden. 

4. In den anderen Faellen wurde das 
Medikament direkt durch Eintroepfelung 
eingefuehrt. In gewissen Faellen von 
Brusterkrankungen entsprachen die Re- 
sultate den frueher berichteten guenstigen 
Ergebnissen. Bei Bluterguessen waren die 
Erfolge im allegemeinen gut, fuer eine 
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bessere Auswertung sind aber umfan- 
greichere Erfahrungen notwendig. Die 
anderen Erkrankungen dieser Gruppe 
reagierten gut. 

5. Die toxischen Reaktionen des Mittels 
waren aeusserst geringfuegig und ohne 
Folgen. 

6. Die Anwendung des Medikaments 
stellk auschliesslich eine zusaetzliche Be- 
handlungdar und verdraengte nicht die 
allgzemein angewandten therapeutischen 
Massnahmen. 

7. Die Keimflora schien die Wirkung 
der Streptokinase und Streptododornase 
nicht zu behindern; Reinigung und 
Heilung erfolgten trotz der Flora. 

8. Die vorliegende Arbeit hebt die hil- 
freiche Rolle der Sterptokinase und 
Streptododornase in gewissen chirur- 
gischen Erkrankungen hervor. Um die 
Wirkung dieser Mittel voll auszunuetzen, 
sind noch viel umfangreichere Studien 
erforderlich. 


RIASSUNTO 


1. Streptokinase e  streptododornase 
sono stati usati terapeuticamente nel 
trattamento di 46 casi chirurgici. Sono 
composti di ulceri decubiti (15 casi) ; 
scottature (3 casi); ferite e fistole (11 
casi) ; ematome (9 casi) ; ascessi scrotali 
(1 caso) ; ematocele (1 caso) ; condizioni 
del petto (5 casi); l’impacco del cavo 
emorragico (1 caso). 

2. Nel caso di ulceri decubiti ed ustioni 
la droga viene applicato in forma di medi- 
cazione umida (impacchi umida nelle aree 
profonde). Spontemento rapido e com- 
pleto, ed i pazienti furono pronti per 
impianti cutaneo piuttosto che 1 pazienti 
comparabile non tratti simile. 

3. Ferite infette, escare fasciali, sven- 
tramenti, cavi infetti e fistole furono 
tratti nella stessa maniera. Di nuovo i 
risultati erano eccellenti; la guarigione 
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rapida e morbidita ridotta considerabil- 
mente. 

4. Instillaxione diretta della droga 
viene somministrata in altri casi. La ris- 
posta in certi casi dell petto paragona i 
buoni risultati riportati precedemente. I 
risultati nelle ematome erano general- 
mente buoni, ma bisogna piu lavoro per 
migliore valutatazione. L’altre condizioni 
in questo gruppo rispondevano bene. 

5. Reazioni tossiche alla droga furono 
minime e senza importanza. 

6. Viene usata come una forma di 
terapia aggiunta e non ricolloca i metodi 
stendardi del maneggio. 

7. La flora bacteriale non sembra intro- 
risultati erano eccellenti; la guarigione 
mettersi coll’ azione di SK-SD, e lo 
sbrigliamento e guarigione occorrevano 
malgrado la flora. 

8. Questo studio propone il mezzo utile 
di SK-SD in certe condizioni chirurgiche. 
Molto lavoro necessita’ per ottenere pieno 
vantaggio di questi agenti. 
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The Management of Breast Cancer 


Surgical Treatment and Irradiation 


JUSTIN J. STEIN, M.D., F.A.C.S., F.1.C.S., WILLIAM E. COSTOLOW, M_D.., 
AnD ORVILLE N. MELAND, M.D., F.A.C.S. 


LOS ANGELES 


phasize the value of the staging of 

breast cancer and, on the basis of the 
material at the Los Angeles Tumor Insti- 
tute, to evaluate the advantages or dis- 
advantages of irradiation therapy in the 
treatment of this lesion and to determine 
the most favorable conditions for its use. 
The question as to whether breast cancer 
can be controlled entirely by irradiation 
is also considered. Although surgeons ad- 
vocate a thorough radical mastectomy 
plus irradiation therapy to the axilla, the 
use of preoperative and postoperative ir- 
radiation remains a much debated ques- 
tion. 

An increasing number of patients with 
breast cancer is encountered, because life 
expectancy is constantly on the increase. 
In 1900 the average length of life for 
women was 49 years, and at present it 
is 69. In other words, many more women 
are entering and advancing further into 
the “cancer age.” 

Diagnosis.—A definite diagnosis should 
be made in every case of cancer of the 
breast before definitive treatment is in- 
stituted. 

Regardless of the amount of clinical 
experience and skill a surgeon possesses, 
the clinical diagnosis of lesions of the 
breast must be corroborated by the path- 
ologist. There are too many benign lesions 
which may simulate carcinoma. 

In our opinion, needle aspiration biopsy 
under the following conditions is of def- 
inite value: If a pathologist experienced 
in this type of procedure is called upon 
to do the biopsy, if the results of this type 
of biopsy are conclusive, and if the aspira- 


Ton purpose of this paper is to em- 
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tion biopsy specimen is “positive for 
cancer,” operation is performed in a day 
or two. Frequently a breast lesion will 
prove to be a cyst under pressure or one 
located deep in the breast, which may 
simulate a cancer. If fluid is obtained, it 
is studied histologically, and if the lesion 
completely disappears after aspiration 
and no tumor cells are found, the patient 
is advised to return in two weeks for re- 
examination. If no residual thickening is 
palpable at that time, no surgical treat- 
ment is recommended, and the patient is 
reexamined at regular intervals. If a 
residual thickening remains, operation is 
recommended. Should the aspiration re- 
veal carcinoma cells, considerable time is 
saved in the operating room, since a sur- 
gical biopsy is not indicated. There is no 
resultant disturbance of the tumor bed, 
and the necessity for redraping, prepara- 
tion of the operative area with an an- 
tiseptic solution, and the changing of 
gowns and gloves is eliminated. 

When aspiration needle biopsy is not 
carried out for diagnosis, the patient, 
after careful examination, including 
roentgenograms of the chest, and skeletal 
roentgenograms when indicated, is sent 
to the hospital. In the operating room 
the lesion, when small, is widely excised, 
including the surrounding noninvolved 
breast tissue, and frozen sections are 
made. Appropriate treatment is then car- 
ried out on the basis of the pathologic 
observations. When the lesion is large or 
near the surface, a single stroke of the 
knife through the skin and subcutaneous 
tissue and into the lesion is sometimes 
adequate, and a small portion of the 
tumor can be removed for histologic study 
without disturbing the tumor bed. If the 
specimen is adequate for diagnosis, the 
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wound can then be tightly sutured over 
gauze, the drapes changed, the operative 
area prepared again, gloves and gowns 
changed and a radical mastectomy per- 
formed. 

It is preferable that definitive operation 
be carried out immediately if minor sur- 
gical procedures on the breast have re- 
sulted in a diagnosis of cancer. There is 
considerable evidence in the literature to 
show that if there is undue delay (two 
or more weeks) after diagnostic pro- 
cedures the results are more often un- 
favorable. 


TREATMENT 


The two methods of curative therapy 
for cancer of the breast are surgical in- 
tervention and irradiation, either alone or 
in various combinations. At present radi- 
cal mastectomy is the single most effective 
means of controlling operable breast can- 
cer. 

In evaluating irradiation therapy, the 
following factors must be given consider- 
ation: 

1. How carefully was the patient ex- 
amined preoperatively? Were special 
studies made when indicated, such as 
roentgenologic examination of the bones 
when pain was present? 

2. Were the axillary nodes examined 
and studied histologically? 

3. Was the extent of the disease care- 
fully staged clinically? If so, by what 
method? 

4. How skillfully was the irradiation 
prescribed and administered? 

5. What was the time interval between 
the beginning of irradiation therapy and 
the surgical procedure? 

6. How many different surgeons per- 
formed the operation? 

These points are among the most im- 
portant to be considered in evaluating the 
effectiveness of irradiation. The staging 
of the disease and the thoroughness of 
histologic examination of the avzillary 
nodes are without a doubt, however, the 
most important. 

The significant points to be observed in 
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the surgical management of breast cancer 
are as follows: 

1. Careful staging of the disease. 

2. Thoroughness of radical operation, 
in which the breast, pectoral muscles, and 
axillary contents are dissected en masse. 

3. Thoroughness of histologic exami- 
nation of the axillary lymph nodes. 

4. Selection of a type of incision that 
conforms to the size and location of the 
tumor in the breast. No routine type of 
incision is used for all cases. For the 
majority of breast carcinomas the 
Greenough modification of the Rodman 
incision is preferable. The incision should 
not extend down the arm, nor should it 
extend into the axilla. The skin overlying 
the tumor should be widely removed with- 
out regard to the problem of skin closure. 
Too much time should not be spent on the 
skin flaps at the expense of thorough sur- 
gical attention to the remainder of the 
operation. 

5. Thorough irrigation of the wound 
with warm saline solution before closure. 

The Staging of Breast Cancer.—lIt is 


deplorable that a uniform method of 
staging breast cancer has not been 
adopted. It is impossible to evaluate re- 
ports in the literature unless a method 
of staging is clearly outlined. 

Two of the most prominently mentioned 
methods are the Steinthal and Portmann 


classifications... The Steinthal method 
stresses clinical examination of the lymph 
nodes, but it will be pointed out in detail 
in this paper that the method has proved 
unreliable. The Portmann classification, 
however, combines both clinical and path- 
ologic observations, and this method has 
many good points. 

The method of staging used in this 
series is as follows: 

Stage I: Tumor in breast, localized 
and movable; skin and 
lymph nodes not involved. 
No distant metastases. 
Tumor in breast with in- 
volvement of axillary lymph 
nodes. Skin not involved; no 
distant metastases. 

Stage III: Tumor in breast with in- 


Stage II: 


T 
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without metastases to axil- 
lary lymph nodes. 

Stage IV: Tumor in breast with fixa- 
tion to chest wall. (Ques- 
tionable operability). 

Stage V: Tumor as in any other 
group, but with distant 
metastases. 

The evaluation of lymph nodes was 
based on histologic observations. Stages 
II and III could probably be combined. 
It would be difficult to devise a method 
which would cover’ all conditions, but it 
is believed that the above method has 
many practical advantages. 

Portmann’s method! of staging is di- 
vided into four groups or stages, as fol- 
lows: 

Group or Stage I: 

Skin—Not involved. 

Tumor—Localized in breast and mov- 
able. 

Metastases—None in axillary lymph 
nodes or elsewhere. 

Group or Stage II: 

Skin—Not involved. 

Tumor—Localized in breast and mov- 
able. 

Metastases—Few in axillary lymph 
nodes involved; no metastases else- 
where. 

Group or Stage IIT: 

Skin—Edematous, brawny red with 
induration or inflammation not ob- 
viously due to infection; extensive 
ulceration; multiple secondary tu- 
mors. 

Tumor—Diffusely infiltrating breast; 
fixation of tumor of breast to chest 
wall; edema of breast; secondary 
tumors. 

Metastases—Many axillary lymph 
nodes involved or fixed; no clinical 
or roentgenologic evidence of dis- 
tant metastases. 

Group or Stage IV: 

Skin—As in any other group. 

Tumor—As in any other group. 

Metastases—Axillary and _ supraclav- 
icular lymph nodes extensively in- 


volvement of skin, with or 
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volved; clinical or roentgenologic 
evidence of distant metastases. 
He also lists certain criteria of incur- 
ability observed in patients with various 
clinical and pathologic manifestations of 
extensive involvement, in whom cure was 
not obtained by any method employed. 
Simmons and Taylor? expressed the 
opinion that cancer of the breast is oper- 
able if the disease is confined to the breast 
or to the breast and axilla. The primary 
tumor must also be movable in relation 
to the chest wall and must not present 
extensive cutaneous involvement, metas- 
tasis to the skin or the subepidermal in- 
filtration known as “inflammatory” carci- 
noma. The axillary lymph nodes must be 
movable in relation to the chest wall and 
the great vessels, and these nodes must 
be few. There must be no evidence of dis- 
ease in the supraclavicular areas or in 
the opposite axilla, and no metastatic dis- 
ease in the lungs, pleura, liver or bones. 
Haagensen* has made the following rule 
for judging operability for carcinoma of 
the breast: “Women of all age groups 
who are in good enough general condi- 
tion to run the risk of major surgery 
should be treated by radical mastectomy, 
except as follows (1) when the carcinoma 
is one which developed during pregnancy 
or lactation; (2) when extensive edema of 
the skin over the breast is present; (3) 
when satellite nodules are present in the 
skin over the breast; (4) when inter- 
costal or parasternal tumor nodules are 
present; (5) when there is edema of the 
arm; (6) when proved supraclavicular 
metastases are present; (7) when the car- 
cinoma is of the inflammatory type; (8) 
when distant metastases are demon- 
strated; (9) when any two, or more of 
the following signs of locally advanced 
carcinoma are present: (a) ulceration of 
the skin; (b) edema of the skin of limited 
extent (less than one-third of the skin 
over the breast involved) ; (c) solid fixa- 
tion of the tumor to the chest wall; (d) 
axillary lymph node measuring 2.5 cm. or 
more in transverse diameter, and proved 
to contain metastases by biopsy; and (e) 
fixation of axillary lymph nodes to the 
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skin or the deep structures of the axilla.” 

From a study of these methods of stag- 
ing breast cancer it can readily be seen 
that in years past there was considerable 
negligence in the proper selection of cases 
for appropriate treatment. In fact, some 
patients are still being operated upon 
without even the benefit of a chest 
roentgenogram, a most important factor 
in determining prognosis and operability. 

Of all factors influencing prognosis, the 
stage of the disease is the most important. 
Other factors of importance are (1) loca- 
tion of the tumor, (2) the presence or 
absence of pregnancy or lactation and (3) 
the histopathologic picture. It is question- 
able whether the prognosis is more un- 
favorable for the young patient with 
mammary cancer than for the older pa- 
tient. Primary operable cancers are those 
in which the tumor is confined to the 
breast and the corresponding axilla. When 
metastasis has occurred in the bones, the 
lungs and the supraclavicular regions the 
lesion is not operable. Curability and oper- 
ability are not synonymous terms. Many 


patients who ask whether operations on 
the breast “spread cancer” are probably 
aware of instances in which the surgeons 


operated in hopeless cases. Such proce- 
dures are to be condemned. The size of the 
tumor is not necessarily indicative of the 
extent of involvement, because a small 
tumor may metastasize early and a large 
tumor late, or vice versa. 

Axillary Lymph Nodes.—Surgeons are 
becoming increasingly aware of the fact 
that nonpalpable axillary lymph nodes 
may contain metastases and that large, 
clinically palpable lymph nodes may be 
only hyperplastic, without histologic evi- 
dence of metastastic cancer cells. 

For example, in 30 per cent of the cases 
reported by Stenstrom and Baggenstoss,‘ 
the axillary lymph nodes were not palpa- 
ble but were found to be involved on 
histologic examination. Haagensen and 
Stout® reported that in 325 cases in which 
the axillary lymph nodes were not palp- 
able clinically, 143, or 44 per cent, micro- 
scopically had axillary metastases. In 278 
cases in which axillary lymph nodes were 
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thought to be involved on clinical exami- 
nation, 236, or 84 per cent, had micro- 
scopic evidence of metastases, an error 
of 15.1 per cent. Simmons, Taylor and 
Welch noted that in 61 cases in which 
axillary nodes were found on physical ex- 
amination, positive evidence of cancer 
was demonstrated in 53, or 87 per cent, 
on microscopic examination, and in 79 
cases in which no axillary nodes were 
felt cancer was found on dissection of the 
axilla in 37, or 46 per cent. 

Hooper and McGraw’ found that in 145 
cases with palpable axillary lymph nodes, 
111, or 76.5 per cent, had demonstrable 
metastases, or an error of 23.6 per cent 
in the clinical evaluation. In 97 cases with 
no nodes palpable on clinical examination, 
metastases were later demonstrated in 38 
cases, or 39 per cent. At the Los Angeles 
Tumor Institute the percentage of error 
in the clinical evaluation of the axillary 
lymph nodes in 205 consecutive operable 
cases has been 42 cases, or 20 per cent. 
It is believed that, in general, thorough 
careful axillary examinations are not be- 
ing made and that the percentage of error 
may decrease as the examinations become 
more thorough. Mills‘ noted carcinoma- 
tous metastases too small to be detected 
clinically in approximately 50 per cent 
of the regional lymph nodes. At any rate, 
unless patients with breast cancer are 
operated upon, no one can state with cer- 
tainty whether or not the axillary nodes 
are involved. 

Saphir and Amromin® have called at- 
tention to the necessity for thorough his- 
tologic examination of the removed axil- 
lary lymph nodes. They reviewed 30 cases 
of carcinoma of the breast in which the 
axillary lymph nodes had been examined 
and found free of tumor cells. A careful 
study of these lymph nodes, using serial 
sections, revealed metastatic carcinoma in 
10 of the 30 cases. This error of 33.3 per 
cent is highly significant in the evaluation 
of the end results in a series of cases. Of 
course, the spread of the primary tumor 
may be to the internal mammary lymph 
nodes or, secondarily, to the supraclavicu- 
lar lymph nodes, but because of the loca- 
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tion of the primary tumor, in the great ma- 
jority of instances there is early metasta- 
tic involvement of the ipsilateral axillary 
lymph nodes. 

Irradiation Therapy.—lIt is very impor- 
tant to remember that, whereas surgical 
treatment of mammary cancer has been 
standardized for some time, the technics 
of irradiation therapy have been con- 
stantly improving. When series of cases 
treated surgically and by irradiation prior 
to 1935 are reviewed, this factor must be 
kept in mind. 

Changes effected by irradiation in the 
cancer cells in the breast help to deprive 
the cells of their blood supply and to 
obliterate the pathways of spread, and 
tend to “choke off” the cells in scar tissue. 

Holley and Melnick,® in studying the 
effect of preoperative irradiation for 
breast cancer, found that four weeks after 
the end of the therapy the cancer begins 
to proliferate again from surviving can- 
cer cells, which remain in at least 90 per 
cent of breasts so treated. Certainly, 
therefore, if operation is to be done, it 
should follow as soon as possible after 
the completion of irradiation and the 
subsidence of the irradiation reaction. 

The most controversial aspect of the 
place of radiation therapy in the treat- 
ment of breast cancer is the question 
whether or not it should be given pre- 
operatively or postoperatively. There have 
been too few adequate series of Stage II 
or Stage III cancers (skin and/or lvmvh 
nodes involved) irradiated preoperatively, 
because of the unwillingness of surgeons 
to permit the period of delay necessary 
to carry out this form of therapy. 

It is only after series of cases have been 
treated under the same scientific condi- 
tions in various parts of the United States 
that we can make a proper analysis of 
results. 


Lenz'® has pointed out that the admin- 
istration of an average tumor dose of 
4,500 roentgens may cause marked 
changes in the cancer, yet microscopically 
viable cancer cells may be demonstrated 
in the breast removed at mastectomy as 
long as one year after irradiation. 
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It is exceedingly difficult, however, for 
a pathologist in histologically examining 
irradiated tissue to determine whether the 
cancer cells are dead, dying or viable. We 
have repeatedly known irradiated breast 
cancers to remain quiescent for many 
months and even years after therapy be- 
fore the onset of renewed activity. 

One point, which is not adequately 
stressed, is the inherent defensive reaction 
or resistance of the host to the cancer. 
For example, we have had patients with 
recurrence in the operative scar area 
twenty-one and thirty-two years respec- 
tively after radical mastectomy had been 
performed. In other words, cancer cells 
were left behind at the time of the oper- 
ation and remained dormant for years be- 
fore becoming active. One frequently fails 
to take into account the inherent resist- 
ance of the host to cancer. 

Technic of Preoperative Irradiation: 
The areas to be treated are marked on the 
skin so that overlapping will not occur. 
The breast tumor is treated through each 
of two tangential portals; the infraclavic- 
ular and supraclavicular areas are treated 
through one portal, with the clavicle as its 
center and the roentgen rays are directed 
through a fourth portal directly into the 
axilla. Each of the four portals receives 
100 roentgens daily. The factors of treat- 
ment are as follows: 

KV 185 to 250; TSD 50 cm; half-value 
layer 0.9 mm. copper to 2 mm. copper; 
size of portal varies from 10 by 10 to 10 
by 15 cm. All areas are treated six times 
each week. Operation is performed four 
to six weeks after completion of the ro- 
entgen therapy. The cutaneous reaction 
is usually intense but subsides with prac- 
tically no changes in the skin, and opera- 
tion is not interferred with except by the 
delay in time. The total dosage delivered 
through each portal is 2,000 roentgens 
measured in air. 

Technics for Postoperative Irradiation: 
Postoperative roentgen therapy is usually 
begun from ten days to three weeks after 
the operation. This therapy is given if 
no preoperative irradiation has been ad- 
ministered. If adequate preoperative ir- 
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radiation has been given, then no further 
therapy of this kind is indicated. The 
roentgen rays are directed into the axilla 
through one portal and into the supra- 
clavicular area through another portal. 
One hundred and fifty roentgens are given 
daily to each portal. Upon completion of 
this therapy (2,000 roentgens measured 
in air), the skin of the anterior chest wall 
in the operative area is divided into two 
portals and treated, using the following 
factors: 100 KV; TSD 30 cm; 0.25 mm. 
copper and 1 mm. aluminum filter. One 
of two areas is treated daily with 350 
roentgens until 1,050 roentgens have been 
given to each area. The factors for the 
therapy directed at the axilla and supra- 
clavicular areas are the same as those 
used for preoperative irradition. 

During the period from January 1936 
to June 1945 there were 1,007 patients 
with breast cancer admitted to the Los 
Angeles Tumor Institute. Of these, 1,000 
had adenocarcinoma of the breast (includ- 
ing 16 with Paget’s disease) ; 2 had sar- 
coma, and 5 tumors were carcinoma of 
the male breast. An analysis of this group 
reveals the following: 


1. Number of patients with breast 
cancer operated on at the Los 
Angeles Tumor Institute 215 

. Number operated on elsewhere 
and referred for either preop- 
erative or postoperative irradi- 


. Number of patients with recur- 
rence and metastases when ad- 
mitted for treatment 

. Number treated by irradiation 
alone 

. Number referred for consulta- 
tion only or for other reasons 


During this same period 1,336 patients 
with benign and inflammatory lesions of 
the breast were examined. 

Analyses of results obtained in patients 
treated for carcinoma of the breast at the 
Los Angeles Tumor Institute from Jan- 


MARCH, 1951 


uary 1936 to June 1945 are given in 
Tables 1, 2 and 3. 

If no involvement of the ipsilateral axil- 
lary nodes is found after thorough his- 
tologic study, we are of the opinion that 
postoperative radiation is not indicated 
(Table 1). 

It will be noted in Tables 2 and 3 that 
immediate radical operation plus post- 
operative irradiation gave the best results 
when the skin and/or the axillary nodes 
were involved. Theoretically, preoperative 
irradiation should be preferable in the 
cases of this kind, but in this small series 
there was a definite advantage following 
immediate radical operation and postoper- 
ative irradiation. 

Robnett, Jones and Hazard," in study- 
ing their patients with metastases to the 
axillary lymph nodes, concluded that post- 
operative irradiation therapy was of de- 
cided benefit. The five-year minimum sur- 
vival rate of their patients treated sur- 
gically with supplemental postoperative 
irradiation was 32.2 per cent greater than 
that for patients treated with surgical 
therapy alone; the seven-year minimum 
survival rate was 8.5 per cent greater; 
and the ten-year minimum survival rate 
was 18.8 per cent greater. 

We know that although cancer of the 
breast in operable patients can be con- 
trolled by roentgen therapy, it is not 
nearly as effective as surgical therapy 
and that operation is definitely preferable 
(Table 4). Irradiation should be combined 
with surgical treatment when indicated. 

As has been mentioned, many of the 
cancers in this series were controlled by 
irradiation alone, but three, four, five or 
more years later the cancer commenced 
to grow again. Irradiation given as a 
palliative measure, however, offers con- 
siderable benefit to many patients with ad- 
vanced breast cancer. 

In 205 consecutive cases of mammary 
cancer treated by operation, either alone 
or in combination with preoperative or 
postoperative roentgen therapy, there was 
cutaneous recurrence in the operative 
scars in 29 patients, or 14.1 per cent. The 
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TABLE 1.—Results in Cases of Stage I Cancer of the Breast 


Total number 


Survival: 5 years or longer 
With With and 


of patients Withoutcancer cancer without cancer 


Operation only 16 
Preoperative irradiation 33 
Postoperative irradiation 26 


Total 15 


4 
18 (69%) 3 
8 


13 (81%) at 
24 (73%) 


14 (87%) 
28 (84.8%) 
20 (76.9%) 


55 (73%) 62 (82.6%) 


TABLE 2.—Results in Cases of Stage II Cancer of the Breast 


Total number 


Survival: 5 years or longer 
With and 


of patients Without cancer without cancer 


Preoperative irradiation 
Postoperative irradiation 


Total 


32 10 (31%) 
27 16 (59%) 


59 26 (44%) 


20 (62%) 
20 (74%) 


40 (67.8%) 


TABLE 3.—Results in Cases of Stage III Cancer of the Breast 
(With Skin Involvement; With and Without Involvement 
of Axillary Nodes) 


Total number 


Survival: 5 years 
With and 


of patients Without cancer without cancer 


Preoperative irradiation 
Postoperative irradiation 


Total 40 


12 (41.3%) 19* (65.5%) 
6 (54.5%)  8** (72.7%) 


18 (45%) 27 (67.5%) 


* One postoperative death. 


** One patient died from heart disease 3% years after treatment. 


lymph nodes were incorrectly diagnosed 
clinically in 42, or 20 per cent. As has 
been stated, unless patients are operated 
upon it is impossible to stage the extent 
of the disease correctly, because clinically 
the lymph nodes cannot be satisfactorily 
evaluated. The relatively low incidence of 
cutaneous recurrence in the operative scar 
is probably the result of taking a great 
deal of skin overlying the cancer and using 
the endotherm knife. Skin grafting was 
necessary for only 1 patient. 

Eleven patients with supraclavicular 
lymph node involvement were operated 
upon; none of these patients survived five 
years. At present we do not operate upon 
any patient in whom there are definite 
metastases to the supraclavicular lymph 
nodes. 


The ten-year results (Table 5) are en- 
couraging. All the patients in this group, 
who had metastases to the ipsilateral 
axillary lymph nodes, were given post- 
operative roentgen therapy. 

The ten-year results in the treatment 
of cancer of the breast, including patients 
both with and without axillary lymph 
node involvement, as reported by other 
investigators, are as follows: Harrington, 
28.7 per cent; Bunts, 13.4 per cent; White, 
33.5 per cent; Guthrie and Clough,'® 25.3 
per cent. 

How Can Better Results Be Ob- 
tained?—The incidence of early breast 
cancer would probably be greatly in- 
creased by instituting an educational cam- 
paign, beginning with girls in college or 
of college age, teaching them how to ex- 
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TABLE 4.—Breast Cancer Treated by Irradiation Alone at the 
Los Angeles Tumor Institute (Meland"). 176 Cases 
with 98.8% Follow-Up 


Steinthal 
classification 


Number of 5-year survivals 


Number of Lostfrom Without 
patients follow-up 


eancer With and without cancer 


0 
1 
2 


Group I 
Group II 
Group III 


Total 


176 


14 (17%) 


23 (13%) 


(37%) 13 (69%) 
18 (22%) 
10 (13%) 


41 (24%) 


7 


2 (3%) 


TABLE 5.—Radical Mastectomy (Operable Cases) With and Without 
Irradiation 1924-1941 (387 patients )* 


Number of Number.of 
patients years 


Without disease 


Survival 


With disease Total, % 


5 
7 
10 


195 (50%) 
167 (43%) 
131 (34%) 


49 (12%) 
39 (10%) 
25 (6%) 


*Lost from follow-up within 5 years: 20 patients (18 without disease). 
Lost from follow-up between 5 and 7 years: 5 patients (all free of 


disease). 


Lost from follow-up between 7 and 10 years: 14 patients (all free of 


disease). 


Of the 387 patients treated between 1924 and 1941, there was a 96 
per cent follow-up for 5 years and a 90 per cent follow-up for 10 years. 


amine their breasts. Since the majority 
of breast cancers are painless, only by 
careful examination at regular intervals 
can the disease be diagnosed in its early 
stages. 

The adoption of a uniform method of 
staging or classifying breast cancer will 
do much to clarify the confusion which 
now exists as to proper management and 
will eliminate unnecessary surgical meas- 
ures in cases in which the lesion is far 
advanced. 

The fact that a high percentage of five- 
and ten-year survivals without diseases 
can be obtained after the proper treat- 
ment should dispel a great deal of pessi- 
mism in the minds of both the laity and 
the profession. With this knowledge more 
patients will probably present themselves 
earlier and be urged to accept the indi- 
cated treatment. 


SUMMARY AND CONCLUSIONS 
1. Immediate radical operation is the 
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treatment of choice for cancer confined 
to the breast. 

2. Immediate radical operation with 
postoperative roentgen therapy is the 
treatment recommended for cancer of the 
breast with ipsilateral lymph node in- 
volvement, with or without local cutane- 
ous involvement. With these methods of 
treatment the five- and ten-year results are 
encouraging. 

3. In order to stage breast cancer 
properly and evaluate the results of treat- 
ment, a uniform method of staging must 
be adopted. 

4. The importance of thorough his- 
tologic examination of all lymph nodes re- 
moved at operation is emphasized. 

5. The recognition of early breast can- 
cer can be greatly augmented by initiating 
an educational campaign beginning with 
girls in college or of college age, teaching 
them how to examine their breasts. 
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RESUME 


1. L’operation radicale immédiate est 
le traitement de choix pour le cancer 
limité au sein. 

2. L’opération radicale immédiate avec 
irridiation postopératoire est le traitement 
recommande pour le cancer de la mam- 
melle avec extension aux nodes lympha- 
tiques avec ou sans lésions cutanées. 

3. Avec les méthodes de traitement 
cimentionnées, les résultats de 5 a 10 ans 
sont encourageants. 

4. Pour évaluer les résultats du traite- 
ment on doit adopter une méthode uni- 
forme de classification. 

5. L’importance d’un examen _histi- 
ologique précis de tous les ganglions 
lymphatiques enlevés au moment de 
operation est d’une extréme importance. 

6. L’importance d’une biopsie de tissu 
aspire, comme valeur diagnostique, est ac- 
centuée. 

7. Le cancer précoce du sein sera 
reconnu plus tot si on initie les jeunes 
filles de colléges ou d’age de collége a la 
methode d’examiner leurs seins. 


RESUMEN Y CONCLUSIONES 


1. La operacion radical inmediata es el 
tratamiento de eleccién para el cancer 
mamario localizado. 

2. La operacion radical inmediata con 
irradiacion postoperatoria es el trata- 
miento recomendado para el cAncer ma- 
mario con complicacién linfoglandular 
ipsilateral, con o sin complicacién cutanea 
local. 

3. Con los métodos de tratamiento 
mencionados son alentadores los resulta- 
dos a los cinco y diez afios. 

4. Debe adoptarse un método uniforme 
en lo que atafie al “grado de progresién” 
del cancer mamario particularmente y la 
evaluacion de los resultados terapéuticos. 

5. Se sefiala la importancia del examen 
histolégico de todas las linfoglandulas 
extirpadas en la operacion. 

6. Se describe la importancia de la 
biopsia aspiracién con fin diagnostico. 

7. El reconocimiento temprano del 
cancer mamario puede aumentar grande- 
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mente por una campafina educacional 
entre las colegialas o muchachas de su 
edad, ensefandolas a examinar’ sus 
mamas. 


RIASSUNTO 


1. Nel cancro che si limita’ alla mam- 
mella non c,e’ da scegliere che l’operazione 
immediata e radicale. 

2. Operazione urgente e radicale con 
irradiazione post-operativo e’ il tratta- 
mento commendibile per cancro della mam- 
mella con complicazione ipsolaterale dei 
nodi linfatici sia con oppure senza mani- 
festazione cutaneo. 

3. I risultati per 5 o 10 anni sono in- 
coraggianti con i suddetti metodi. 

4. Un metodo uniforme di gradazione 
e’ necessario nel cancro della mammella 
per apprezzare i risultati del trattamento. 

5. Pronunzia forte l’importanza del 
esame istologico perfetto di tutti nodi 
linfatici disgiunti. 

6. Descrive l’importanza della biopsia 
aspirativa come una misura diagnostica. 

7. Il riconoscimento precoce del cancro 
della mammella per mezzo di una cam- 
pagna d’educazione per ragazze scollare, 
insegnando loro |’esame del petto. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Fuer auf die Brustdruese beschraen- 
kte Krebse ist die unverzuegliche Radikal- 
operation die Behandlung der Wahl. 

2. Unverzuegliche Radikaloperation 
mit anschliessender Bestrahlung wird 
fuer Brustkrebse mit Beteiligung der 
Lymphknoten der gleichen Seite mit oder 
ohne Befallensein der Haut empfohlen. 

3. Die Ergebnisse nach fuenf und zehn 
Jahren sind bei Anwendung der oben 
erwaehnten Behandlungsmethoden ermut- 
igend. 

4. Um eine sorgfaeltige Einteilung der 
Brustkrebse in Stadien und eine Auswer- 
tung der Behandlungsergebnisse zu er- 
moeglichen, ist es notwendig, eine einheit- 
liche Methode der Kategorisierung an- 
zunehmen. 

5. Die Wichtigkeit sorgfaeltiger his- 
tologischer Untersuchung aller operativ 
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entfernten Lymphknoten wird hervorge- 
hoben. 

6. Auf die Bedeutung des Probestichs 
mit Ansaugung als diagnostisches Hilf- 
smittel wird eingegangen. 

7. Die Erkennung frueher Brustkrebse 
kann wesentlich erweitert werden durch 
Einfuehrung eines Erziehungsprogramms 
fuer junge Maedchen in Hochschulen oder 
im Hochschulalter, das sie lehrt, ihre 
Brueste zu untersuchen. 


REFERENCES 


1. Portmann, U. V.: The Limitations and In- 
dications of Surgery and Radiation Therapy for 
Cancer of the Breast, J. Tenn. State Med. Assoc. 
40:211-219. 

2. Simmons, C. C.; Taylor, G. W., and Welch, 
C. E.: Carcinoma of the Breast: End Results, 
Massachusetts General Hosp. 1930, 1931, and 
1932, Surg., Gynec. & Obst. 69:171, 1939. 

8. Haagensen, C. D.: Carcinoma of the Breast, 
J. A. M. A. 279-292, 1948. 


MARCH, 1951 


4. Stenstrom, K. W., and Baggenstoss, O. J.: 
Results of Surgery and Radiation for Carcinoma 
of the Breast with Axillary Metastases. Acta 
Radiol. 28:623-632, 1947. 

5. Haagensen, C. D., and Stout, A. P.: Ann. 
Surg. 116:801-815, Dec. 1942. 

6. Hooper and McGraw: Cited by Stenstrom 
and Baggenstoss.‘ 

7. Mills, G. P.: The Prognosis of Carcinoma 
Mammae and a Review of 169 Cases, Brit. J. 
Surg. 9:91-98, 1921. 

8. Saphir, O., and Amromin, G. D.: Obscure 
Axillary Lymph Node Metastasis in Carcinoma of 
the Breast, Cancer 1:238-241, 1948. 

9. Holley, E. P., and Melnick, P. J.: Preoper- 
ative Irradiation in Carcinoma of the Breast, 
Radiology 35:430-438, 1940. 

10. Lenz, M.: Tumor Dosage and Results in 
Roentgen Therapy of Cancer of the Breast, Am. 
J. Roentgenol. 56:67-74, 1946. 

11. Robnett, A. H.; Jones, T. E., and Hazard, 
J. B.: Carcinoma of the Breast, Cancer 3:757-772, 
1950. 

12. Meland, O. N.: Carcinoma of the Breast, 
Ann. West. Med. and Surg. 2:121-123, 1948. 

13. Guthrie, D., and Clough, D. M.: Carcinoma 
of the Breast, Pennsylvania M. J. 53:497-500,1950. 


The Sixteenth Annual Assembly 
of the United States Chapter 
International College of Surgeons 


will be held at the Palmer House in Chicago 
September 10-14, 1951 


For details, write 


Dr. Arnold S. Jackson, Secretary 


United States Chapter, International College of Surgeons 


1516 Lake Shore Drive, Chicago 10, Illinois 


Mediastinotomy 


Some Technical Observations 
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easy to perform, must be considered 

most valuable in cases of endotho- 
racic goiter, thymic tumors and other le- 
sions in the anterior mediastinum, even 
though it must be admitted that the in- 
stances in which an endothoracic goiter 
cannot be brought forward through the 
aperture are extremely rare. A division 
of the goiter itself by means of morcelle- 
ment should be avoided because it entails 
the risk of a hemorrhage that may be dif- 
ficult to control, and further, on account 
of the lack of survey over the field of oper- 
ation and the consequent risk of injury 
to other organs. The method introduced 
by Sauerbruch, consisting of a superior 
longitudinal division of the upper part of 
the sternum, does not provide satisfactory 
access, and closure may be very difficult. 

A far better method is the one first 
introduced by the great Norwegian Johan 
Holst, consisting of an oblique osteotomy 
through the upper part of the sternum. 
Holst uses an asymmetric incision without 
dissection of a flap. I have somewhat mod- 
ified this procedure, making a midline 
incision and dissecting a flap. The dissec- 
tion of a flap provides a perfect view of 
the field of operation ; the midline incision, 
moreover, gives the most satisfactory re- 
sult from a cosmetic point of view. 

The technic I employ is as follows: From 
the middle of the usual collar incision a 
midline incision is made over the sternum, 
cutting through to the bone; a triangular 
flap is dissected free on the side where the 
lesion is located (Fig. 1). A blunt dissec- 
tion is performed under the upper lateral 
corner of the sternum, from the jugulum 
to the first intercostal space, and the ves- 
sels are pushed aside. A Gigli saw is intro- 


A SIMPLE method of mediastinotomy, 
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duced, and the upper lateral corner of the 
sternum is sawn off as described by Holst. 
The saw incision should extend from the 
middle of the jugulum to the lower margin 
of the first rib (Fig. 2). If wider access 
is wanted, an additional division of the 
second rib may be made, and if necessary 
the scalenus muscle may be divided, af- 
fording a great widening of the thoracic 
aperture. 

Only one bone suture (as indicated in 
Fig. 2) is required for the closure of this 
mediastinotomy, in addition to some mus- 
cular sutures and stitches in the skin. 
Suture of the divided rib will not be nec- 
essary. 

In exceptional cases this mediastinotomy 
may also be performed bilaterally if re- 
quired. 

The method here described does not con- 
stitute any serious complication of thy- 
roidectomy and may well be performed 
under local anesthesia or under any other 
anesthesia that is best suited to the par- 
ticular case. The bilateral operation will 
necessitate intratracheal anesthesia with 
facilities for overpressure and artificial 
respiration by means of a respiratory bag. 


Fig. 1—Incisions for mediastomy. 
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Fig. 2.—Mediastomy. 


The procedure is a very simple one and 
technically easy to perform. It has proved 
most valuable in a number of cases in 
which it would otherwise have been ex- 
tremely difficult to carry through the op- 
eration. 


MEDIASTINOTOMIE 
EINIGE TECHNISCHE BEMERKUNGEN 


Eine einfache leicht ausfuehrbare 
Methode der Mediastinotomie muss als ein 
hoechst wertvolles Verfahren in Faellen 
von intrathorakalem Kropf, von Thymus- 
geschwuelsten und anderen Erkrankungen 
des vorderen Mediastinums angesehen 
werden, wenn auch zugegeben werden 
muss, dass es nur in seltenen Faellen 
unmoeglich ist, einen intrathorakalen 
Kropf durch die obere Brustoeffnung 
zutage zu bringen. Eine Zerteilung des 
Kropfes durch Zerstueckelung _ sollte 
wegen der Gefahr einer schwer kontrol- 
lierbaren Blutung und wegen der entste- 
henden Unuebersichtlichkeit des Opera- 
tionsfeldes und des damit verbundenen 
Risikos, andere Organe zu verletzen, ver- 
mieden werden. Das Sauerbruchsche Ver- 
fahren, das in einer Laengsspaltung des 
oberen Teiles des Brustbeins besteht, 
verschafft keinen ausreichenden Zugang 
und ist mit grossen Schwierigkeiten der 
Schliessung des Einschnitts verbunden. 

Eine wesentlich bessere Methode stellt 
das von dem grossen norwegischen Chir- 
urgen Johan Holst eingefuehrte Ver- 
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fahren dar, das in einer schraegen Durch- 
schneidung der oberen Haelfte des Brust- 
beins besteht. Holst benuetzt einen un- 
symmetrischen Einschnitt ohne Aus- 
schneidung eines Lappens. Ich habe dieses 
Verfahren durch Anwendung eines Ein- 
schnitts in der Mittellinie und Ausschnein- 
dung eines Lappens modifiziert. Die Lap- 
penausschneidung gewaehrt einen voll- 
kommenen Ueberblick ueber das Opera- 
tionsfeld und der Mittellinienschnitt 
ergibt vom kosmetischen Standpunkt aus 
die guenstigsten Resultate. 

Das von mir angewandte Verfahren 
wird folgendermassen ausgefuehrt: Vom 
Mittelpunkt des gewoehnlichen Kragen- 
schnitts aus wird in der Mittellinie des 
Brustbeins eingegangen und der Knochen 
durchschnitten; auf der Seite der Er- 
krankung wird ein dreieckiger Lappen 
praepariert (Abb. 1). Unterhalb der 


oberen seitlichen Ecke des Brustbeins 
zwischen dem Jugulum und dem ersten 
Interkostalraum wird stumpf praepariert 
und die Gefaesse zur Seite geschoben. 
Dann wird eine Giglisaege eingefuehrt 


und die obere seitliche Ecke des Brust- 
beins in der von Holst beschriebenen 
Weise abgesaegt. Der Saegeschnitt soll 
sich von der Mitte des Jugulums bis zum 
unteren Rande der ersten Rippe er- 
strecken (Abb. 2). Wenn ein umfan- 
greicherer Zugang erwuenscht ist, kann 
noch eine Durchschneidung der zweiten 
Rippe und noetigenfalls eine Durcht- 
rennung des Scalenus ausgefuehrt werden, 
wodurch die obere Brustoeffnung  er- 
heblich erweitert wird. 

Zur Schliessung der Mediastinotomie 
ist ausser einigen Muskel—und Haut- 
naehten nur eine einzige Knochennaht 
(siehe Abb. 2) erforderlich. Die durch- 
schnittene Rippe braucht nicht genaeht 
zu werden. 

Diese Mediastinotomie kann auch dop- 
pelseitig ausgefuehrt werden, wenn das 
in aussergewoehnlichen Faellen er- 
wuenscht sein sollte. Das hier beschrie- 
bene Verfahren stellt keine ernste Komp- 
lizierung der Thyreoidektomie dar und 
laesst sich sowohl unter Lokalanaesthesie 
als auch unter jeder anderen fuer den 
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besonderen Fall geeignet erscheinenden 
Narkose mit Anwendung Ueber- 
druckverfahrens und kuenstlicher Atmung 
mit Hilfe eines Atmungsbalges durchfiih- 
ren. 


MEDIASTINOTOMIE 
CONSIDERATIONS TECHNIQUES 


Une méthode facile d’ouverture du 
médiastin doit étre appréciée dans les cas 
de goitre intra-thoracique, de tumeur du 
thymus, enfin d’autres lésions de la région 
antérieure du médiastin; il est cependant 
a noter que les circonstances sont rares 
ou un goitre intra-thoracique ne peut étre 
amené par une ouverture plus haute. II 
faut éviter d’extirper un goitre par mor- 
celiement 4 cause du danger grave d’hém- 
orragie; de plus, le manque de vision et 
le danger de léser d’autres organes sont 
aussi présents. La méthode préconisée par 
Sauerbruch qui consiste 4 diviser longi- 
tudinalement la partie supérieure du 
sternum n’offre pas une voie d’accés facile 
et de plus est difficle 4 fe’mer. 

Une méthode préférée est celle mise 
d’avant par la norvégien fameux Johan 
Holst qui consiste 4 pratiquer en oblique 
une ostéotomie de la partie supérieure du 
sternum. Holst pratique une _ incision 
asymétrique sans volet. J’ai quelque peu 
modifié cette méthode, en pratiquant une 
incision médiane et un volet. Le volet 
donne unemeilleure vision du champ 
opératoire; l’incision médiane donne en 
plus un meilleur résultat esthétique. 

Voici en quoi consiste ma technique: 
Partant de l’incision habituelle du cou, 
je pratique a mi-chemin une incision 
médiane du sternum a travers l|’os; un 
volet triangulaire est ensuite disséqué 
largement de chaque cdté de la lésion 
(Fig. 1) Une dissection avec instrument 
mousse est continuée jusqua’aux angles du 
sternum, a partir de la jugulaire jusqu’- 
au premier espace intercostal, les vais- 
seaux sont reclinés de cdté. Avec une scie 
de Gigli, la partie supérieure et latérale 
du sternum est sciée de la fagon décrite 
par Holst. Le trait de scie doit aller du 
centre de la jugulaire 4 la marge infér- 
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ieure de la premiére cote. (Fig. 2) S’il 
fallait une ouverture plus grande, on peut 
sectionner la 2e cote, méme séparer le 
scaléne, donnant ainsi une plus grande 
ouverture de la cage thoracique. 

Sauf quelques points musculaires et a 
la peau, un seul point sur I’os est suffisant 
pour refermer le médiastin. I] n’est pas 
nécessaire de suturer les cétes sectionnées. 

A de rares exceptions, faut il pratiquer 
une incision bilatérale du médiastin. 

Cette méthode ne complique pas la tech- 
nique de la thyroidectomie; elle peut se 
faire sous anesthésie locale ou autre, telle 
que requise dans le cas particulier. Si on 
doit pratiquer l’operation de deux cétes, il 
faut alors une anesthésie intra-trachéale 
pour faciliter la respirationartificielle et la 
pression positive; ceci se peut au moyen 
du sac de caoutchouc. 


MEDIASTIONOTOMIA 
DEGLI OSSERVAZIONI TECNICHE 


Un metodo semplice di medistiontomia, 
facile ad effettuare, deve essere condider- 
ato di valore importantissimo nei casi di 
gozzo intratoracico, tumori del timo, ed 
altre lesioni nel mediastino anteriore 
benche’ bisogna ammettere che i casi di 
gozzo intratoracico che non si possano 
portar via traverso l’apertura siano estre- 
mamente rari. Divisione del gozzo se’ 
stesso per modo di ‘‘morcellement” dov- 
rebbe essere evitato per causa dell’ emor- 
ragia che puo’ essere difficile a controllare, 
ed ancora a ragione della mancanza d’ispe- 
zione sul campo di operazione ed il rischio 
conseguente di danno ad altri organi. II 
metodo introdotto da sauerbach, consis- 
tendo di una divisione longitudinale su- 
periore della porzione alta dello sterno, 
non provvede adito soddisfacente, e la 
chiusura puo’essere dillicile. 

Un metodo assai migliore e’ quello 
primo introdotto dal grand Norvegese 
Johan Holst, consistendo in una ostec- 
tomia obbliqua traverso la superiore parte 
dello sterno. Holst usa una _ incisione 
assimmetrica senza dissecazione del lembo. 
Ho modificato un poco questo procedi- 
mento facendo una incisione linea-media 
dissecando il lembo. La dissecazione del 
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lembo provvede una perfetta veduta del 
campo operatorio; l’incisione linea-media, 
in oltre, da’ risultato il piu soddisfacente 
dal punto di vista cosmetico. 

La tecnica che impiego e’ il seguente: 
Dal centro dell’incisione collare usuale una 
incisione linea-media e’ fatta sopra lo 
sterno, tagliando traverso l’osso; un lembo 
triangolare si disseca libero al lato ove si 
colloca la lesione (Fig. 1). Dissecazione 
dura segue sotto l’angolo laterale super- 
iore, dal giugulo al primo spazio inter- 
costale, ed i vasi sono allontanati. La sega 
Gigli e’ introdotto, e l’angolo laterale 
superiore e’ segato giu’ come descritto da 
Holst. L’incisione della sega dovrebbe 
stendere dal centro del giugulo alla mar- 
gine inferiore della prima costola (Fig. 
2). Se accesso piu’ largo sia mancante, 
divisione addizionale della seconda costola 
si puo’ fare, e se necessita’ il muscolo 
scaleno si puo’ dividere, permettendo piu’ 
larghezza all’apertura toracica. 

Solamente una sutura all’osso (come 
indicato nella Fig. 2) bisogna per la 
chiusura di questa mediastionotomia, in 
aumento di suture muscolare e nella pelle. 
Sutura della costola divisa non e’ neces- 
sario. 

Nei casi eccezionale questa mediastino- 
tomia si puo’ completare anche bilaterale. 

Il metodo qui descritto non constituisce 
complicazioni gravi di tiroidectomia e si 
puo’ eseguire bene sotto anestesia locale 
o con qualche altra anestesia convenevole 
al caso particolare. L’operazione bilaterale 
necessitera’ anestesia intratracheale che 
con apparecchio per alta pressione e res- 
pirazione artificiale per mezzo di sacca 
respiratoria. 


MEDIASTINOTOMIA—ALGUNAS OBSERVACIONES 
TECNICAS 


Un simple método de mediastinotomia, 
facil de efectuar, debe considerarse muy 
valioso en casos de bocio endotoraxico, 


tumores timicos y otras lesiones del 
mediastino anterior, aun cuando debe 
admitirse que son extremadamente raros 
los ejemplos en que un bocio endotoraxico 
no puede ser atraido por la abertura. 
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Debe evitarse la division del bocio por 
despedazamiento porque entrafia el riesgo 
de una hemorragia dificil de cohibir, 
ademas del obscurecimiento del campo 
operatorio y el riesgo consiguiente de 
lesionar otros oOrganos. El método in- 
troducido por Sauerbruch, consistente en 
una divisién longitudinal superior de la 
parte superior del esternon, no propor- 
ciona acceso satisfactorio y el cierre puede 
ser muy dificil. 

Un método mucha mejor es el primero 
introducido por el gran noruego Johan 
Holst, consistente en una_ osteotomia 
oblicua por la parte superior del esternon. 
Holst usa una incisién asimétrica sin 
diseccién del colgajo. La diseccién de un 
congajo proporciona visidn perfecta del 
campo operatorio, dando ademas la in- 
cision mediana ele resultado mas satisfac- 
torio desde el punto de vista cosmético. 

La técnica que empleo es la siguiente: 
Partiendo de la mitad de la incisién en 
collar ordinaria se hace una _ incision 
mediana sobre el esterndon, cortando el 
hueso se hace la diseccién de un colgajo 
triangular libre sobre el lado en que la 
lesi6n esta localizada (Fig. 1). Se efecttia 
una diseccién roma bajo el Angulo lateral 
superior del esternon, desde la horquilla 
al primer espacio intercostal, rechazando 
lateralmente los vasos. Se introduce una 
sierra de Gigli y se asierra el Angulo 
lateral superior del esternon en la forma 
descrita por Holst. Podra extenderse la 
incisi6n de la sierra desde la mitad de la 
horquilla al borde inferior de la primera 
costilla (Fig. 2). Si se desea acceso mas 
amplio, puede hacerse una_ divisién 
adicional de la segunda costilla y en caso 
necesario puede dividirse el musculo 
escaleno, proporcionando una gran ampli- 
tud a la abertura toraxica. 

Solamente una buena sutura osea (Fig. 
2) se requiere para el cierre de esta 
mediastinotomia, en adicién a algunas 
suturas musculares y puntos cutaneos. 
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cervical stump in a private general 

hospital has been’ studied, and 
records of cases of subtotal hysterectomy 
have been compared with those of total 
hysterectomy. The results of investigations 
appear to confirm the growing belief! that 
total hysterectomy is the operation of 
choice unless special contraindications ex- 
ist; this is contrary to the too prevalent 
teaching that supracervical hysterectomy 
should be done unless there are definite 
indications for a total operation. 

Estimation of the incidence of carci- 
noma of the cervical stump is difficult, as 
different criteria are used for measuring 
the length of time that must elapse be- 
tween supracervical hysterectomy and the 
development of a true carcinoma of the 
cervical stump. Pathologists are not 
agreed as to the “‘time-table” of the events 
leading up to a full-blown carcinoma. Con- 
sequently, clinicians have used various ar- 
bitrary periods to distinguish between 
true carcinomas of the stump and carci- 
nomas of the cervix which were present 
but not diagnosed at the time of supra- 
cervical hysterectomy. 

In our opinion all cancers of the cervical 
stump should be recorded, but that they 
should be divided into three groups. The 
first should include only those discovered 
in the first year after supracervical hys- 
terectomy; these were undoubtedly pres- 
ent but undiagnosed at the time of opera- 
tion. The second group would include 
those appearing in the second and third 
years after supravaginal hysterectomy; 
these were probably present at the time 
of the original operation but could have 
been diagnosed only by special cytologic 
examination. The third group, developing 
three years or more after operation, can 


[er incidence of carcinoma of the 
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be considered as true primary carcinomas 
of the cervical stump. 

Number of Cases.—In St. Mary’s Hos- 
pital, Milwaukee, between 1940 and 1950 
there were 92 cases of cancer of the cervix, 
of which 18 were cases of cancer of the 
cervical stump. Of the latter, 3 were dis- 
covered in the first year and 2 in the 
second and third years. Thirteen fulfilled 
our criteria for true carcinoma of the 
cervical stump, having shown no symp- 
toms within the first three years after 
supracervical hysterectomy. This group of 
13 true stump carcinomas makes up 14.1 
per cent of all cases of cancer of the cervix 
observed in this ten-year period. These 
cancers of the cervical stump developed 
from three to thirty-five years after supra- 
cervical hysterectomy, with an average of 
eleven years for the 13 cases. 

Of interest is still another case, not in- 
cluded in these figures, in which a leiomyo- 
sarcoma of the cervical stump occurred 
in a woman who had undergone supracer- 
vical hysterectomy four years previously 
for the same condition in the fundus. 

During the same ten-year period 1,161 
supracervical hysterectomies were done in 
St. Mary’s Hospital. To determine the 
exact future incidence of carcinoma of the 
stumps left behind at these operations 
would require many years of careful fol- 
low-up. 

Percentages.—In many cases, carcinoma 
of the cervical stump is discovered in hos- 
pitals other than the ones in which the 
supravaginal hysterectomies were done. 
We have assumed that St. Marys would 
pick up as many of these cases as it would 
lose and have compared the number of our 
cases of stump cancer (13) to the total 
number of supravaginal hysterectomies 
(1,161). This assumption, though not 
statistically sound, gives us an expected 
incidence of 1.1 per cent. This figure is 
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about the same as those reported in actual 
follow-up series in the literature.” 


Our figures, which show that 14 per 
cent of all cancers of the cervix develop 
in a remaining cervical stump, are higher 
than is usually reported.'* All such fig- 
ures, however, are sufficiently high to in- 
dicate that complacency toward supracer- 
vical hysterectomy is unjustified and that 
the obvious prophylactic procedure of com- 
plete hysterectomy should be done when- 
ever possible. Our textbooks and teachers 
should discuss the danger as well as the 
uselessness of a retained cervical stump. 
It should be emphasized that if there is 
an indication for hysterectomy an incom- 
plete operation would not have to be jus- 
tified by technical difficulties of such mag- 
nitude as would definitely endanger the 
patient. This may seem a radical de- 
parture from present-day teachings, but it 
is such a logical step toward reducing the 
incidence of cancer of the cervix that it 
can no longer be ignored. 

Surgical Risks. —In order to justify 
complete rather than supravaginal hyster- 
ectomy as the routine procedure of choice 
whenever hysterectomy is indicated for 
benign lesions we should be able to dispel 
the bugaboos of higher mortality, higher 
morbidity and greater incidence of ure- 
teral injuries. It is our contention that 
since the advent of blood banks, antibi- 
otics, sulfonamides and better surgical 
training there is too little difference be- 


TABLE 1.—Comparative Mortality Rates 


No. of operations Mortality, % 
(all Total Supra- 
abdominal) Abdominal vaginal! 


Author 
Dupertuis and 
Zohlinger 

1938 


Masson 
Mayo Clinic 
1940 


Miller and 
Prejean 
1941 


TeLinde 
Johns Hopkins 
1942 
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tween the two operations in any of these 
figures to justify retention of the incom- 
plete operation. Recently published fig- 
ures (Table 1) show little difference be- 
tween the operations, but since these gen- 
erally come from university clinics we 
decided that it would be instructive to 
study the morbidity, mortality and fre- 
quency of ureteral injuries in a general 
hospital in contrast to those reported by 
an individual surgeon or a small group 
of surgeons. 


There were 309 supracervical hysterec- 
tomies and 176 complete abdominal hys- 
terectomies done at St. Mary’s Hospital 
between Jan. 1, 1948, and Sept. 1, 1950. 
These were studied as to mortality, mor- 
bidity and operative complications. The 
results are shown in Table 2. It is readily 
apparent that mortality and morbidity 
figures show little difference between the 
two groups of cases. The ureteral injuries 
would probably have occurred if the sur- 
geons had done complete hysterectomies. 
Not shown in the table but of interest in 
cancer prevention are 2 cases of unsus- 
pected adenocarcinoma of the cervix, 2 of 
endometrial carcinoma, and 5 of cysto- 
adenocarcinoma of the ovary which were 
discovered by the pathologist in patients 
treated by supracervical hysterectomy, an 
operation which is most unsatisfactory in 
dealing with cancer. In similar vein, there 
was 1 unsuspected Stage 1 carcinoma of 
the cervix and 1 carcinoma in situ of the 
cervix subsequently diagnosed by the 
pathologist in the group of complete hys- 
terectomies. Our mortality percentage of 
less than 1 per cent for either suprava- 
ginal hysterectomy or total hysterectomy 
compares favorably with recently pub- 
lished figures as shown in Table 1, in 
which the mortality for the total opera- 
tion varies from 0 to 2.8 per cent and 
that for the subtotal from 0.15 to 2.75 per 
cent. It is worthy of note that the later 
the figures the less mortality, which in- 
dicatés progressive improvement in sur- 
gical technic. Certainly there is no sig- 
nificant difference. 

How, then, can we justify permitting 
the cervix to remain? It is argued by some 
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TABLE 2.—Data from St. Mary’s Hospital 
(Jan. 1, 1948, to Sept. 1, 1950) 


Operation 


Morbidity 
(days Post op. 


temp. hosp. Ureteral 


100.4) days injuries 


Supravaginal hysterectomy 309 


0.647 1.236 10.854 3 


Total Abdominal hysterectomy 176 


0.568 1.280 10.08 0 


that it is necessary for support of the 
vagina; however, these same surgeons, 
when operating for uterine prolapse when 
all supports are gone, commonly do a 
complete hysterectomy, albeit from below. 
It is claimed that the complete operation 
results in shortening of the vagina; in our 
personal series this has not been true, and 
the patients have unanimously stated that 
when intercourse was satisfactory before 
the operation it was equally so afterward. 
In addition, a cervical stump may actually 
cause dyspareunia, and these cervical 
stumps represent an actual as well as po- 
tential source of continuing infection 
which is very difficult to eradicate short 
of trachelectomy.* 

Choice of Opevation.— What, then, 
should be our procedure in performing 
hysterectomy for benign conditions? The 
technically difficult part of a hysterec- 
tomy has been completed when the liga- 
ments and arteries of the uterus have been 
ligated and divided. Further careful dis- 
section downward close to the cervix and 
a slight prolongation of operating time 
are all that are needed to change a sub- 


~ total to a total hysterectomy. Modern 


antibiotics and the sulfonamides have 
eliminated the added hazard formerly in- 
volved in opening the vaginal vault. Is 
the extra time and effort required for a 
total hysterectomy justified in order to 
prevent the 10 (approximately) cervical 
cancers which follow each 1,000 suprava- 
ginal hysterectomies? We believe that it 
is, although we concede that it may be 
necessary to make a rare exception to this 
rule. 

Certainly it would seem obvious that in 
those cases in which only a supravaginal 


hysterectomy is done the cervix should be 
not only carefully examined but as a rule 
curetted and subjected to biopsy in order 
to avoid the possibility of leaving behind 
an already existent but unsuspected car- 
cinoma. Similarly, every fundus removed 
should at once be opened in the operating 
room and examined for carcinoma, be- 
cause in the presence of this neoplasm, 
with its well known direct extension via 
the lymphatics and by contiguity, there 
can be no compromise or halfway meas- 
ure; this is an absolute indication for re- 
moval of the cervix. 

If one elects to do supravaginal hyster- 
ectomy in some cases and total hysterec- 
tomy in others, where should the dividing 
line be drawn? In this series of 13 cases 
of stump cancer previous child-bearing 
could not be used as a guide. In only 9 of 
the cases was the history as to pregnancies 
given; 5 patients had never been preg- 
nant; 2 had had one pregnancy, and 2 had 
had two pregnancies. Even assuming that 
the remaining 4 had had children, this 
would not be much different from the per- 
centage for the average female popula- 
tion. The other 5 cases in which the carci- 
noma may have been present at the time 
of the original operation showed a similar 
picture: 2 patients had not been preg- 
nant, 1 had 2 children, 1 had 3 and the 
other had 10. These figures are substan- 
tially the same as those of Meigs,‘ who 
in 26 cases of true stump cancer reported 
6 patients with no pregnancies and 12 
with one pregnancy. In 32 cases of cer- 
vical cancer developing within three years 
after supravaginal hysterectomy, he re- 
ported that 13 patients had never been 
pregnant; 1 had had 1 pregnancy with 
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miscarriage before term, and 10 had had 
only 1 child. 

When the cervix is allowed to remain 
there is some question as to the amount 
of protection offered by deep conization 
of the cervix from above and either cau- 
terization or surgical repair of the vaginal 
portion from below. In this series from 
St. Mary’s Hospital no figures could be 
obtained, and Meigs‘ will be cited again. 
Eight of his 26 patients with true cancer 
of the stump were operated upon at the 
Massachusetts General Hospital; of these, 
2 had had cervical cauterization prior to 
supravaginal hysterectomy, 2 had coniza- 
tion from above and cauterization from 
below at the time of supravaginal hyster- 
ectomy, and 1 had a trachelorrhaphy prior 
to supravaginal hysterectomy. 

Ward" flatly stated that conization and 
cautery offer nothing in the prevention of 
carcinoma of the servical stump, since 
over 80 per cent of such tumors arise from 
the portio vaginalis, and he adds that 
these procedures increase the morbidity 
of the operation by opening paths of in- 
fection when the usually infected cervix 
is disturbed. 

Treatment.—In the active treatment of 
carcinoma of the cervical stump radium 
and roentgen therapy are our most im- 
portant weapons, secondary surgical re- 
moval of the stump being reserved for 
cases in which a postirradiation ulcer re- 
fuses to heal. Because of difficulties with 
irradiation effects on the bladder, which 
is usually drawn up over the stump in 
peritonealizing a supracervical hysterec- 
tomy, radium is generally used in smaller 
doses for stump carcinoma than for carci- 
noma when the corpus uteri is present. 
Our schedule consists of 1,800 millicurie 
hours of radium followed by high voltage 
roentgen therapy and then a_ second 
course of 1,800 millicurie hours of radium. 
Costolow® used 50-75 mg. of radium for 
twelve to twenty-four hours, waited twen- 
ty-four hours and then reapplied the 
radium for the same length of time; after 
two weeks this course was repeated, and 
then high voltage roentgen therapy was 
instituted. Technical difficulty in apply- 
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ing radium to the stump may be overcome 
by following the suggestion of Behney’” 
to split the cervix transversely with the 
actual cautery to about one-half its depth 
and insert the radium in the slit. Others 
advise intravaginal roentgen treatment 
through specially designed vaginal specu- 
lums. 

Vesicovaginal and rectovaginal fistulas 
not infrequently complicate treatment, but 
Behney’® and Scheffey® have expressed 
the opinion that the former is usually due 
to carcinomatous infiltration of the blad- 
der wall with subsequent destruction by 
irradiation proctitis and probably results 
more from roentgen than from radium 
therapy. According to Smith,’ fistulas are 
twice as common in untreated cases as 
in treated ones and are indicative of ad- 
vanced disease. Persistent ulcers may re- 
main after apparently successful irradi- 
ation of a cervical carcinoma in the 
stump as well as when the uterus is intact, 
and biopsy may reveal a few carcinoma- 
tous areas walled off by fibrous tissue. In 
such cases the cervical stump should be 
removed surgically by either the abdomi- 
nal or the vaginal route. The latter is tech- 
nically easier, but the abdominal opera- 
tion permits wider excision and a better 
examination for possible metastasis. 


Percentage of Cure.—Five-year cure 
rates for carcinoma of the cervix vary in 
the different series reported. The cases 
reported from St. Mary’s Hospital are not 


TABLE 3.—Comparative Incidence of Five-Year 
Cures 


5-year sal- Incidence 5-year 

No. vage,carci- of salvage 
casesof nomaof stump of stump 
cervical cervix, cancer, cancer, 


Author cancer % % % 


Ward & 
Sackett 879 28.5 6.9 42.8 


Scheffey 369 15.8 4.8 41.6 
University & 


Philadelphia 
General Hosp. 


1,764 10.4 3.9 24.0 


Healy & 
Arneson 


Costolow 


2,600 24.0 2.6 14.0 
2,071 4.9 32.5 
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old enough to be of any statistical signi- 
ficance. In the literature, however (Table 
3), the five-year cures of stump carci- 
nomas seem at least as good and in some 
cases better than in routine cases of carci- 
noma of the cervix. Some of the differ- 
ences may be explained on the basis of 
the types of tumor included in the differ- 
ent series. Those which include all carci- 
nomas of the cervix, regardless of the 
time elapsing between supravaginal hys- 
terectomy and the development of cervical 
symtoms, showed a much lower salvage 
rate. Behney'” pointed out that those in 
which symptoms developed three to ten 
years after supravaginal hysterectomy 
had the best prognosis, while those in 
which the symptoms made their appear- 
ance within the first year had the worst. 


SUMMARY AND CONCLUSIONS 


Fourteen per cent of the tumors in all 
cases of carcinoma of the cervix in a 
private hospital during the last ten years 
have been identified as carcinoma of the 
cervical stump left after supravaginal 
hysterectomy performed more than three 
years previously. It is estimated that car- 
cinoma will eventually develop in 1.1 per 
cent of all such cervical stumps. 

The mortality, morbidity and incidence 
of ureteral injuries associated with supra- 
vaginal hysterectomy as compared with 
total abdominal hysterectomy since Jan. 
1, 1948, have been statistically studied in 
the same hospital and no significant dif- 
ferences noted. Methods of treatment are 
mentioned to show that treatment is not 
standardized and to indicate that the 
prognosis of carcinoma of the cervical 
stump is essentially the same as that of 
carcinoma of the cervix when the uterus 
is intact. 

Support is therefore given to the in- 
creasing number of those who maintain 
that total hysterectomy is the operation 
of choice and supravaginal hysterectomy 
the exception in the surgical treatment 
of benign lesions of the uterus. 
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RESUME 


14% des tumeurs dans tous les cas de 
carcinome du col utérin opérés dans un 
hopital privé durant les dernieres 10 
annés furent reconnues comme carcinome 
du moignon cervical survenant apres 
hytérectomie supravaginale faites plus de 
trois ans avant. L’auteur estime que le 
carcinoma se développe éventuellement 
dans 1% de tous ces moignons cervicaux. 

La mortalité, la morbidité et l’incidence 
de lésions de l’urétére associés avec l’hys- 
terectomie supravaginale comparée avec 
Vhysterectomie totale abdominale depuis 
le Ier Janvier 1948 été etudiees dans le 
méme hopital; on n’a observé aucune 
différence signifiacature. Les méthodes de 
traitement ont été mentionnées pour 
montrer que le traitement n’est pas 
standardisé et pour indiquer que le pro- 
nostic du carcinome du moignon cervical 
est essentiellement le méme que celui de 
carcinome du col quand l’uterus est intact. 

Un grand nombre de chirurgiens main- 
tiennent que l’hystérectomie totale est 
lopération de choix et Il’hysterectomie 
supravaginale |’exception, dans le traite- 
ment chirurgical des lesions bénignes de 
la matrice. 


RESUMEN Y CONCLUSIONES 


Catorce por ciento de los tumores de 
todos los casos del carcinoma de la cerviz 
en un hospital particular durante los diez 
anos pasados fueron identificados como 
carcinoma del tocdn cervical dejado 
después de la histerectomia supravaginal 
ejecutada tres afos anteriormente. Se 
calcula que un carcinoma se desenvolvera 
finalmente en 1.1 por ciento de todos los 
casos con tocén de la cerviz dejado después 
de la operacion. 

La mortalidad, la morbidez y la inci- 
dencia de los dafios uretrales associados 
con la histerectomia supravaginal com- 
paradas cen las de las histerectomias 
abdominales totales desde el primo enero 
1948 fueron examinadas estadisticamente 
en el mismo hospital; las diferencias no 
fueron significativas. Los métodos del 
tratamiento son mencionados para indicar 
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que el tratamiento no fué uniforme y que 
la prognosis del carcinoma del tocon 
cervical es esencialmente la misma que la 
del carcinoma cervical cuando el titero esta 
intacto. 

Por esto, se apoya el numero creciente 
de los que afirman que la histerectomia 
total es la operacién de preferencia y la 
histerectomia supravaginal es la excepcion 
en el tratamiento quirtrgico de las 
lesiones del utero. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es hat sich herausgestellt, dass 14% 
aller in einem privaten Krankenhaus 
waehrend der letzten zehn Jahre operier- 
ten Faelle von Zervixkarzinom als Krebse 
des Zervixstumpfes identifiziert werden 
konnten, die im Auschluss an vor mehr 
als drei Jahren ausgefuehrte supravagi- 
nale Gebaermutterresektionen auftraten. 
In schaetzungsweise 1,1% aller solcher 
zervikaler Stuempfe kann mit der Entste- 
hung eines Krebses gerechnet werden. 

In dem gleichem Hospital wurden die 


Sterblichkeit die Morbiditaet und das Vor- 
kommen von Harnleiterverletzungen bei 
supravaginalen Gebaermutterresektionen 
seit dem ersten Januar 1948 statistisch 
ausgewertet und mit den Ergebnissen bei 
totaler abdominaler Gebaermutterresek- 
tion verglichen. Es ergaben sich keine 


nennenswerten Unterschiede. Die ver- 
schiedenen Behandlungsmethoden sind 
erwaehnt, um zu zeigen, dass die Therapie 
nicht standardisiert ist, und dass die 
Prognose des Krebses des Gebaermutter- 
halsstumpfes im wesentlichen die gleiche 
ist wie die des Zervixkarzinoms bei in- 
taktem Uterus. 

Die Verfasser schliessen sich daher der 
wachsenden Zahl derjenigen Autoren an, 
die die Totalextirpation der Gebaermutter 
bei gutartigen Uteruserkrankungen fuer 
die Operation der Wahl halten und die 
supravaginale Resektion nur in Aus- 
nahmefaellen anwenden. 


RIASSUNTO E CONCLUSIONI 


Quattordici per cento dei tumori in tutti 
casi di carcinoma del collo in un ospedale 
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privato durante dieci anni passati, sono 
stati identificati come cancro del tronco 
del collo secondo isterectomia suprava- 
ginale effettuatta piu di tre anni prima. 
Si calcola lo sviluppamento eventuale di 
carcinoma in 1.1% di tutti tali tronchi 
del collo. 

La mortalita’, la morbilita’ e l’incidenza 
dei danni del uretere associate coll’isterec- 
tomia supravaginale a confronto dell’is- 
terectomia addominale totale dacche’ I 
Gennaio 1948 sono state studiate statis- 
ticamente nel medesimo ospedale e non 
si osserva differenza significative. Ri- 
portano i metodi di trattamento a di- 
mostrare che non vi e’ un trattamento 
stendardo ed indicare che la prognosi di 
carcinoma del tronco del collo sia essen- 
zialmente la stessa che carcinoma del collo, 
quando l’utero e’ intatto. 

Appoggio, dunque, viene dato al numero 
accrescendo chi sostengono che l’isterec- 
tomia totale sia l’operazione di scelta ed 
isterectomia supravaginale l’eccezione nel 
trattamento chirurgico delle lesioni ben- 
ingne del utero. 
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Echoes of the Past 
VII. The Inventor of Artificial Pneumothorax 


In 1947 Italy celebrated the centennial anniversary of the birth of 
Carl Forlanini (1847-1918). Born in Milan under the shadows of the 
magnificent Cathedral, Il Duomo, he pursued his formal education silently. 
During 1882 he undertook experimental investigations that led to the 
introduction of artificial pneumothorax. 

Nevertheless the beneficial results of application of Forlanini’s 
method of intrapleural pneumothorax led investigators to continue 
research based on this principle. Treatment by pneumothorax was un- 
satisfactory when diffuse adhesions existed between the two pleural layers 
and when the lesions of the lung involved large cavities and extensive 
destruction. This led to the development of thoracoplasty, the thoracic 
wall being permitted to collapse rigidly and firmly over the diseased lung. 


After Sauerbruch’s thoracoplasty came partial thoracoplasty, but 
even this was not immune to criticism. It was then that Monaldi, a prod- 
uct of Forlanini’s influence, instituted his method of suction drainage 
and proposed his technic of anterolateral thoracoplasty. In this procedure 
the aim of the surgeon is not to make a large reduction in lung space 
but to modify the tractile force of the thorax, reducing the forces exerted 
on the lung during normal respiration. 

Forlanini was a man of generous spirit, and he stimulated and en- 
couraged the younger men under his tutelage. One of his pupils, E. Morelli, 
became Director of the magnificent Forlanini Institute at the University 
of Rome. Morelli distinguished himself as an outstanding professor of 
phthisiatrics in Continental Europe. Another of Forlanini’s pupils, S. Riva 
Rocci is the inventor of the mercury sphygmomanometer (1896), the 
model for the blood-pressure instruments in use today. Further advances 
in the development of extrapleural pneumothorax were made through 
the work of Omodei-Zorini, present director of Italy’s largest sanatorium 
in Rome and another product of Forlanini’s school. 

The pneumothorax of Forlanini is still practiced throughout the 
medical world, although ideas have been altered since its original appli- 
cation. Forlanini looked upon the lungs as organs incapable of healing 
when wounded, because of the continual respiratory movements. Thus, 
he thought, it was necessary to relax one or both lungs by introducing 
air intrapleurally. According to Forlanini, a diseased lung had to be 
rendered “static and full” to bring about recovery. 


—Bernard J. Ficarra, M.D., F.I.C.S. 
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10. Healy, W. P., and Arveson, A. N.: A Study 
of Carcinoma of the Cervical Stump Developing 
After Subtotal Hysterectomy, Am. J. Obst. & 
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Congenital Atresia of the Jejunum 
with Meconium Peritonitis 
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following interesting features: 1. 

Atresia of the jejunum with com- 
plete separation of the proximal and distal 
segments of the bowel. This was corrected 
successfully by surgery. 2. Complicating 
meconium peritonitis, due to a perfora- 
tion of some duration in the region of the 
proximal end of the distal segment of 
bowel. This was apparently the result of 
an infarction substantiated by micro- 
scopic examination of the resected speci- 
men of bowel. 


[sot case is reported because of the 


REPORT OF CASE 


A white girl aged 20 hours was admitted 
to the Valley Forge General Hospital on Oct. 
18, 1948. The delivery had been entirely un- 
eventful. The weight at birth was 8 pounds 
and 7 ounces (3.8 Kg.). Several hours later 
the infant vomited a few times but this was 
not thought to be particularly abnormal. 
It persisted throughout the following day, 
with vomiting and regurgitation after each 
attempt at feeding. The vomitus was bile 
stained and remained so throughout. The 
parents became alarmed and, after consulting 
their local doctor, took the infant to a pedia- 
trician in a nearby community. He examined 
the child and took a flat plate of the abdomen. 
He felt that there was evidence of intestinal 
obstruction and advised hospitalization. Since 
the father was a patient at the Valley Forge 
General Hospital because of severe war in- 
juries, the infant was taken there for further 
care. 

At the time of admission the infant was 
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still in good general physical condition. The 
weight was 8 pounds 5 ounces (3.75 Kg.). The 
rectal temperature was 99.2 F. There was only 
slight evidence of dehydration. The abdomen 
was moderately distended, with no peristalsis 
visible. There had been no passage of stool 
since birth. The white blood cell count on 
admission was 5,000 per cubic millimeter, 
with a differential count of 60 per cent neutro- 
phils, 38 per cent lymphocytes and 2 per cent 
monocytes. The value for hemoglobin was 21.2 
Gm. A catheterized urine specimen gave 
negative results for sugar and albumin; the 
specific gravity was 1.024. 

The patient was typed and cross-matched for 
a blood transfusion. A flat plate of the abdo- 
men was taken and compared with the film 
taken previously. There had been an obvious 
increase in the number of gas-filled loops of 
bowel during the four hours elapsing between 
films, and it was also noted that the loops were 
concentrated in the left upper quadrant of the 
abdomen. The roentgenologist expressed the 
opinion that this indicated an obstruction 
somewhere in the midportion of the jejunum. 
He also noted that on two of the films faint 
calcified lines could be seen, which shifted 
with change in position, and that these might 
well suggest meconium peritonitis. A diag- 
nosis of intestinal obstruction, probably due 
to a congenital malformation, was made. 

Before the child was taken to the operating 
room a vein in the region of the left ankle 
was exposed and 50 cc. of 5 per cent dextrose 
in physiologic solution of sodium chloride was 
given very slowly. At the same time a small 
catheter was passed to the stomach via the 
nostril and the stomach contents were 
aspirated. 

Operation was carried out approximately 
two hours after admission. An endotrachea! 
anesthetic was administered. During the op- 
erative procedure a blood transfusion of 200 
cc. was given. Special care was taken to pre- 
serve the body heat of the infant. 
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The abdomen was entered through a left 
upper abdominal pararectus incision. When 
the peritoneum was opened, distended small 
bowel immediately bulged into the field. A 
considerable amount of pale yellow putty-like 
material was lying free in the peritoneal cav- 
ity and was removed. It was thought to be 
meconium. Collapsed bowel was also seen and 
brought up into the field. The caliber of this 
bowel was about 1 cm. It was then traced back 
for a considerable distance proximally and 
was found to end blindly in a loop bent sharply 
back on itself, the lumen of which appeared 
to be at least partially open. 

There was marked injection at this site, 
and a considerable amount of the same light 
yellow putty-like material was adherent to the 
mesentery and the adjacent bowel. The dis- 
tended bowel was then examined and found 
to end blindly a short distance distal to the 
ligament of Treitz. At this point it was about 
4 cm. in diameter. The entire collapsed bowel 
was then examined carefully and traced back 
to the ileocecal valve. The appendix was not 
seen. The colon was also examined and pal- 
pated. Apparently there were no other ab- 
normalities present. The collapsed and dis- 
tended terminal portions of the bowel were 
distinct from each other, and there was no 
intervening mesentery. These were placed op- 
posite each other and a side-to-side anastomo- 
sis carried out. A posterior layer of continu- 
ous No. 0000 atraumatic chromic catgut was 
placed to unite the serosal surfaces. The bowel 
lumen was then entered and the contents as- 
pirated, a considerable amount of liquid and 
foul-smelling gas being removed from the 
distended proximal loop. The entire thickness 
of both bowel walls was then approximated 
by a continuous No. 0000 atraumatic chromic 
catgut locking suture, which was carried 
around anteriorly and the bowel walls in- 
verted, a Connell suture being used. Each 
stomal angle was then reinforced by several 
interrupted sutures of the same material. The 
anastomosis was carried out about 14 cm. 
distal to the termination of the collapsed 
bowel. Owing to the marked inflammation and 
the presence of meconium in this region it 
was felt advisable to resect this terminal por- 
tion of the bowel. This was carried out, a seg- 
ment of bowel 9 cm. in length being removed. 
The bowel was then returned to the peritoneal 
cavity and the abdomen closed in layers with- 
out drainage. Penicillin (50,000 units in phys- 
iologic solution of sodium chloride) was 
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Fig. 1.— Roentgenogram taken on admission, 
showing gas-filled loops of bowel occupying the 
left upper quadrant of the abdomen. 


placed in the peritoneal cavity prior to closure. 

The patient was placed in an oxygen tent 
immediately after operation, and continuous 
gastric suction was instituted via the nasal 
catheter. Penicillin (15,000 units) was given 
intramuscularly every three hours. The posi- 
tion was changed frequently and the throat 
aspirated of mucus as necessary. A continu- 
ous slow drip of 6 to 8 drops a minute was 
maintained intravenously, and in the twenty- 
four hours after operation 100 cc. of 5 per 
cent dextrose and saline, 300 cc. of 5 per cent 
dextrose and water, and 50 cc. of sixth-normal 
sodium lactate were given. Vitamin C (100 
mg.) was also given intramuscularly every 
day. 

The postoperative course was smooth and 
uneventful. A watery green stool was passed 
forty-eight hours after operation and hourly 
thereafter for about twelve hours. It was felt 
that this was a good omen and indicated a 
return of active peristalsis. 
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Fig. 2.—Microscopic section showing uninvolved 
segment of the resected small bowel. 


Fig. 3.—Microscopic section showing infarcted 
segment of resected small bowel. 


The gastric suction and use of the oxygen 
tent were discontinued after seventy-two 
hours. The penicillin was discontinued on the 
sixth postoperative day. Feedings were given 
intravenously for the first seventy-two hours, 
and then a formula was instituted in gradu- 
ally increasing amounts, until by the tenth 
postoperative day 4 ounces were being given 
six times daily. The diagnosis as reported 
by the pathologist after examination of the 
resected bowel was congenitai atresia of the 
small intestine, associated with infarction. 
Microscopically there was a marked transition 
from essentially normal intestine to the in- 
farcted area with marked hyalinization and 
deposits of hemosiderin. 

The patient was discharged from the hospi- 
tal on November 2, nineteen days after the 
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operation. At the time of discharge the weight 
was 8 pounds 11 ounces (3.9 Kg.). The stools 
were normal in consistency and color. The 
child was taking her feedings very well. She 
was followed regularly in the pediatric out- 
patient clinic, and when last seen in May 
1949 her weight was 22 pounds (10 Kg.). At 
that time her father had been returned to 
duty and was leaving for service overseas. A 
letter from the mother, received within the 
past three months, states that she is in all re- 
spects a normal healthy child. The photograph 
shows the patient in May 1949, a little over 
six months after her operation. 
Incidence.—How often is this condition 
encountered? If imperforate anus is ex- 
cluded—which, according to Davis and 
Poynter, is four times as frequent as all 
other types of atresia—the usual incidence 
in the intestinal canal as given by vari- 
ous authors is about 1 in 20,000 births. 
In about 15 per cent of these the defects 
are multiple and beyond surgical aid ex- 
cept in rare instances. Only very recently 
has the condition been reported as 
handled successfully. In the majority of 
cases the atresia is located in the duo- 
denum, occurring in the colon in only 1] 
case in 10. Complete atresia is much more 
rare than partial obstruction and is most 
frequently observed in the duodenum at 
the level of the ampulla. The next most 
frequent site is the lower part of the ileum. 
In one fairly large series of cases 44 per 
cent were located in the duodenum, 18 
per cent in the jejunum, and 38 per cent 
in the ileum. Multiple defects are most 
often found in the jejunum and ileum, 
stenosis and atresia frequently coexisting. 
Cause.—Most of the embryologic events 
associated with the development of the 
intestine take place between the fifth and 
the tenth week of fetal life. Just prior 
to the fifth week the intestine has a 
patent, well defined lumen lined with 
epithelium. The epithelium proliferates 
rapidly shortly after this, and the lumen 
then becomes obliterated. The solid stage 
persists for a short time after which 
vacuoles appear and coalesce rapidly to re- 
establish the intestinal lumen permanently 
by the twelfth week of fetal life. An arrest 
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in development at one or more points 
during this period results either in an 
atresia or in stenosis of the intestine. In 
atresia there may be a complete lack of 
continuity with a blind end, or a remain- 
ing imperforate septum. In stenosis there 
may be a remaining but perforated sep- 
tum. The intestine above the point of 
obstruction becomes dilated, while that 
below remains collapsed. In cases of 
atresia the intestine below the point of 
obstruction has the appearance of a small 
cord, although all the normal elements 
are present, including a lumen. The lumen 
which has never been dilated by amniotic 
fluid remains only large enough to admit 
a small probe. In stenosis the intestine 
below the point of obstruction remains 
small but not as small as in atresia. Ex- 
trinsic obstructions may be due to con- 
genital abnormalities, such as annular 
pancreas or an abnormal twisting of the 
mesentery of the bowel due to faulty ro- 
tation. According to Bowers and Titrud,? 
Forssner has classified atresia of the in- 
testine into three types. In the first there 
is a mucosal membrane occluding the 
lumen of the bowel, which may be com- 
plete or incomplete. In the second there 
is a cord connecting the proximal and 
distal segments of the bowel which is 
composed of serosa, muscularis and sub- 
mucosa. In this type the mesentery is 
usually present but atrophic. In the third, 
there are two separate segments of in- 
testine which may be a varying distance 
apart, and the mesentery may be entirely 
absent. 

Pathologic Picture——lIn a complete ob- 
struction the proximal bowel is charac- 
terized by marked distention and thinning 
of the walls. The distal bowel is very small 
because it has never been subjected to 
the hydrostatic dilatation of amniotic 
fluid. In an incomplete obstruction the 
proximal bowel is grossly more thick than 
normal but only moderately distended. 
The distal bowel is relatively collapsed, 
but the lumen approaches the normal in 
caliber. Death in cases of intestinal atresia 
usually is due to inanition resulting from 
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a combination of vomiting, dehydration 
and alkalosis. The greatly distended prox- 
imal bowel also frequently ruptures, with 
death resulting from generalized peri- 
tonitis. 

History and Symptoms.—The predomi- 
nant symptoms are pain, vomiting and 
lack of stools, with vomiting as the most 
outstanding early symptom. In most 
cases, the earlier the vomiting appears 
the higher the level of the obstruction. 
Absence of meconium indicates a rela- 
tively low obstruction, and absence of bile 
pigments places the lesion below the am- 
pulla of Vater or else indicates a congen- 
ital malformation of the bile passages. 
The presence of blood or coffee-ground 
material in the vomitus usually indicates 
atresia or stenosis of the duodenum. 

Physical Examination.—Abdominal dis- 
tention is usually present in a greater or 
lesser degree, but it is not of great diag- 
nostic significance. In cases of high atresia 
it tends to be limited to the upper part of 


Fig. 4.—Patient approximately six and one-half 
months after the operation. 
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the abdomen. If the atresia is low, it may 
be limited to the horseshoe-shaped area 
conforming to that occupied by the large 
bowel, because the ileocecal valve is nor- 
mally competent and prevents retrograde 
distention of the small bowel. Atresia of 
the duodenum has been seen to cause such 
marked gastric dilatation that the stom- 
ach fills the entire peritoneal cavity. It 
also must be remembered that the bowel 
segments do not necessarily occupy their 
normal positions in the peritoneal cavity. 
The prominent features are abdominal 
distention, visible peristalsis or coils of 
intestine, evidence of shock, dehydration 
and alkalosis. Peristaltic waves passing 
from left to right are frequently seen dur- 
ing the examination. 

Roentgen Examination.—The roentgen 
ray is of the greatest value in making a 
diagnosis as well as in localizing the area 
of atresia. A simple flat plate of the ab- 
domen is often all that is necessary to 
demonstrate the extent and location of the 
distention with striking clearness. Bari- 
um, if used at all, should be administered 
cautiously and in small amounts, because 
it may easily convert stenosis into com- 
plete obstruction. A number of authors*® 
have frowned on the use of barium, stat- 
ing that the dangers, particularly from 
tracheobronchial aspiration far outweigh 
the advantages. It is recommended that 
roentgenograms be taken with the patient 
upright rather than prone. Widely dis- 
tended loops of bowels showing fluid lev- 
els will be seen if an obstruction is pres- 
ent. One can usually tell whether the ob- 
struction is high or low, but positive 
localization is not often possible because 
of the enormous dilatation present and the 
crowding of loops into abnormal positions. 

Differential Diagnosis.—The only real 
problem in diagnosis is to differentiate 
this condition from congenital hyper- 
trophic pyloric stenosis. This occurs most 
often in boys and in the firstborn child 
in the family. The onset of vomiting rare- 
ly occurs at birth but usually appears 
during the second to the sixth week. 
Stenosis or atresia, by contrast, causes 
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severe symptoms usually within a matter 
of hours to two or three days. Esophageal 
stricture causes immediate regurgitation 
on attempts at feeding, and there is little 
or no abdominal distention. If there 
should be an accompanying tracheal fis- 
tula, cyanosis follows any attempt at feed- 
ing. 

Prognosis.—The following is quoted 
from an article by John Morley,‘ “Con- 
genital Occlusion of the Ileum”, which 
appeared in July 1921 in Vol. IX of the 
British Journal of Surgery: 


“The idea of restoring the continuity 
of the gut by anastomosis of the dilated 
proximal bowel with the collapsed bowel 
distally must be set aside as futile. The 
tiny contracted bowel with a lumen that 
will only admit a probe can never dis- 
charge its proper function. The anas- 
tomosis has been attempted several 
times but has had to be abandoned or 
has failed in every case.” 


The prognosis has changed considerably, 
and the outlook is now much brighter. 
Even at that time several successful cases 
had been reported in the literature, the 
first being that of Fockens® in 1911. He 
operated on an infant eight days after 
birth. There was complete absence of the 
ileum for several inches in the midpor- 
tion, the structure being represented only 
by a fibrous cord along the free margin 
of the mesentery. A lateral anastomosis 
was made around this defect, and an un- 
eventful recovery followed. A second suc- 
cessful case was reported by Ernst® in 
1916. He operated on an infant eleven 
days after birth, at a time when excessive 
vomiting had led to severe dehydration. 
Atresia of the duodenum in the distal half 
was observed and corrected by a duo- 
denojejunostomy through an opening in 
the transverse mesocolon. Improvement 
after the operation was rapid, and a year 
and a half later the child was reported 
as perfectly well. However, prior to 1927 
only 4 cases of atresia of the intestine 
had been reported in the literature as 
successfully treated by surgical interven- 
tion. Webb and Wangensteen** in 1931 
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reviewed some 500 cases of atresia and 
found only 9 survivals. In 1941, Cohen’ 
estimated that another 150 cases had been 
reported and that there were over 50 
recorded instances of successful surgical 
treatment. Tribute must be paid to the 
work of Ladd and Gross® in this field. 
They have had the largest series. In their 
book “Abdominal Surgery of Infancy and 
Childhood” they have a series of 74 cases 
with 17 recoveries. Undoubtedly there 
have been many more since then, and at 
present the recovery rate is above 15 per 
cent. 

Treatment.—Surgical intervention is 
indicated as soon as the diagnosis of in- 
testinal atresia is established. The con- 
dition is always rapidly fatal if untreated, 
the usual survival period without opera- 
tion being about six days, so nothing is 
lost by operation. Surgical treatment 
obviously has the best chance of success 
while the patient is still well hydrated 
and before alkalosis has developed. De- 
hydrated infants must first be restored to 
as nearly normal fluid and electrolyte bal- 
ance as possible by the intravenous ad- 
ministration of isotonic saline solution, 
usually about 10 to 15 cc. per pound of 
body weight, with an additional 50 to 75 
ce. of 5 per cent dextrose solution per 
pound of body weight. The stomach must 
be thoroughly emptied before operation. 
This is easily done by using a No. 10 
catheter inserted through the nostril and 
aspirating with a syringe. If jaundice 
should be present a bleeding tendency may 
be combated by administration of Vitamin 
K. It must be remembered that infants 
are easily overhydrated, and the amount 
and speed of administration of fluids must 
be carefully regulated. External heat 
should be applied during the operation, 
and the extremities may be wrapped in 
flannel. 

Anesthesia and Operation.—Light drop 
ether anesthesia is very satisfactory. 
Atresias of the jejunum and ileum should 
be treated by a side-to-side anastomosis 
between the proximal dilated and distal 
collapsed loops of bowel. Ileostomy or 
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jejunostomy has been uniformly unsuc- 
cessful, although Smith® reported a case 
that in which the patient lived for forty- 
one days after this procedure. In a very 
desperate case it has been suggested that 
the proximal dilated bowel might be ex- 
teriorized, after which frequent needle 
aspirations could be carried out to reduce 
the distention and an anastomosis done 
as soon as the condition of the patient 
improves sufficiently to permit it. The 
tissues must be handled with extreme 
gentleness, and complete hemostasis is 
essential. If an intrinsic obstruction of 
the duodenum is present, a duodeno- 
jejunostomy rather than the simpler 
gastrojejunostomy is the procedure of 
choice, as Ladd has found that the latter 
procedure is often followed by duodenal 
stasis necessitating a second operation. 
Several little technical details have been 
described by various authors which at 
times may prove helpful. Potts*® advised 
injecting saline solution into the distal 
bowel and then following it down to the 
rectosigmoid to rule out any other point 
of obstruction below the original site. 
Webb and Wangensteen** recommended 
dilating a section of the distal bowel with 
air prior to carrying out the anastomosis, 
in order to make it more nearly conform 
with the caliber of the proximal bowel. 
Ladd’? suggested carrying out the anas- 
tomosis with a small catheter inserted 
into the distal bowel. This dilates the 
distal segment at the site of the anasto- 
mosis and also helps to outline the bowel 
wall during suture. Since in about 15 per 
cent of cases of congenital atresia of the 
intestine the defects are multiple, it is 
necessary to explore the intestine thor- 
oughly in order to avoid overlooking addi- 
tional defects. If multiple atresias are 
present the intestine below the most dis- 
tally located atresia must be selected for 
the site of anastomosis. A successfully 
handled case of this type was recently re- 
ported by Duncan.'! Isolated segments 
were by-passed, to be taken care of at a 
later date. 


A blood transfusion of 50 to 100 ce. 
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during the operation may be helpful. The 
anastomosis is done, with use of four or 
five No. 0 black silk or catgut on an atrau- 
matic needle. After operation the infant 
should be placed in an oxygen tent. Peni- 
cillin (10,000 to 20,000 units) is given 
intramuscularly every three hours. The 
gastric suction is maintained for forty- 
eight to seventy-two hours, after which 
small amounts of water may be cautiously 
started by mouth. 


SUMMARY 


1. The case is reported of an infant 
girl aged 20 hours with congenital atresia 
of the jejunum managed successfully by 
surgical intervention. 

2. Meconium peritonitis was observed 
at the time of operation, apparently the 
result of infarction and perforation in the 
proximal end of the distal bowel segment. 
This did not complicate the postoperative 
course to any significant extent. 

8. An infant with congenital stenosis 
or atresia of the bowel in whom the con- 
dition is recognized soon after birth now 
has a fair chance of recovery after ade- 
quate surgical treatment, judicious selec- 
tion of suture material, use of antibiotics, 
and suitable preoperative and postopera- 
tive estimation of physiologic require- 
ments. 


ZUSAM MENFASSUNG 


1. Es wird ein Fall von angeborenem 
Verschluss des Jejunums bei einem zwan- 
zig Stunden alten Maedchen berichtet, 
bei dem eine Operation mit Erfolg ausge- 
fuehrt wurde. 

2. Waehrend der Operation fand sich 
eine Meconiumperitonitis vor, die offen- 
bar das Ergebnis eines Infarkts und 
Durchbruchs im proximalen Ende des 
distalen Darmabschmitts war. Der Ver- 
lauf nach der Operation wurde durch 
diese Komplikation in keiner Weise beein- 
flusst. 

3. Ein Saeugling mit angeborener Ver- 
engung oder Verschluss des Darmes hat 
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heute, wenn die Erkrankung bald nach 
der Geburt erkannt wird, eine ziemlich 
gute Aussicht auf Heilung, wenn, ein 
angemessener chirurgischer Eingriff un- 
ter sorgfaeltiger Auswahl des Nahtma- 
terials ausgefuehrt wird, wenn Anti- 
biotika angewandt und alle praeopera- 
tiven und postoperativen Massnahmen 
unter sorgfaeltiger Beruecksichtigung der 
physiologischen Faktoren durchgefuehrt 
werden. 


RESUME 


1. On rapporte le cas d’une enfant de 
20 heures présentant une atrésie congén- 
itale du jéjunum qui fut trés bien réparée 
par une intervention chirurgicale. 

2. Méme en présence d’une péritonite 
die au méconium, péritonite visible a 
lopération, et die a |’infarctus ét a la per- 
foration du bout distal de l’intestin; l‘évo- 
lution post-opératoire a été sans complica- 
tions. 

3. Un enfant qui présente dés sa nais- 
sance une atrésie ou une sténose congéni- 
tale de l’intestin, voit ses chances de 
guérison s’accroitre si le diagnostic est 
fait tot, si un chois judicieux des ligatures 
est fait, si on emploie des antibiotiques et 
surtout si l’on établit bien les exigeances 
physiologiques pré- et post-opératoires. 


RIASSUNTO 


1. Riporta un caso di atresia congenita 
del digiuno in una bambina da 20 ore 
condotto con successo presso |’intervento 
chiurgica. 

2. Al ora dell’operazione si e’ osservato 
peritonite meconio, evidentemente il ri- 
sulto d’infarto e perforazione del ansa 
prossima del segmento lontano del in- 
testino. Questa non complicava nulla il 
corso postoperatorio. 

3. Un fanciullo con stenose congenita 
od atresia del intestino nel quale la con- 
dizione e’ riconosciuta tosto appresso 
nascita’ oggigiorno ha un caso favorevole 
di guarigione secondo trattamento chirur- 
gico sufficiente, scelta giudiziosa di ma- 
teriale sutura, impiego di antibiotici, e 
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valutazione particolare preoperativo e 
postoperativo dell’esigenze fisiologiche. 


RESUMEN 


1. Se comunica el caso de una nina de 
20 horas de nacida con atresia yeyunal 
congénita tratada satisfactoriamente con 
intervencion quirurgica. 

2. Se observ6 al operar peritonitis 
meconio, aparentemente resultante de in- 
farto y perforacion en el extremo proximal 
del segmento intestinal distal. Esto no 
produjo ninguna complicacion postopera- 
toria. 

3. Un nifo recién nacido con estenosis 
o atresia intestinal congénita, cuyo estado 
se reconoce desde luego, tiene ahora una 
buena probabilidad de recuperacion des- 
pués de tratamiento quirtrgico adecuado, 
selecci6n juiciosa de material de sutura, 
uso de antibidticos y estimacién pre y 
postoperatoria apropiada de los requeri- 
mientos fisiologicos. 
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Reestablishing Lymph Drainage for Lymphedema 


of the Extremities 
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disconcerting surgical complication. 

It is disheartening to the patient and 
embarrassing to the surgeon. Despite this 
fact, very little appears to have been done 
about remedying the situation. A survey 
of the British and American literature 
reveals only seventeen published articles 
on the subject. These for the most part 
have been concerned with speculations and 
hypotheses regarding the etiopathologic 
background. The authors, however, who 
expressed an opinion maintained that no 
specific treatment has yet been devised. 
Massage, rest, elevation of the part and 
use of the elastic bandage, it was agreed, 
are palliative measures only, whereas op- 
erative procedures such as the Kondo- 


P cisconcerting sur lymphedema is a 


leon,! Reinhoff,? Standard,* Ghormley* and 
Pratt’ methods often lead to disfigure- 
ments as grotesque as the malady. 

No originality is claimed for this paper 
as regards the principle of the therapy 
involved. This has been tested many times. 


Handley,® Ransohoff,* Guthrie,? and 
others have shown the effects of subcu- 
taneous implantation of nonabsorbable 
material in the lymphedematous subject. 
But these are open surgical procedures. 
The method in this instance, however, is 
somewhat different and off the beaten 
path, and was developed because of a 
situation in which an open surgical pro- 
cedure appeared contraindicated. The case 
was that of a 46-year-old woman who had 
discrete lymph glands generally distrib- 
uted but particularly prominent in the 
inguinal region. A biopsy of one of these 
glands led to a pathologic diagnosis of 
Hodgkin’s disease, and a course of roent- 
gen therapy was applied to the area. 


Read at the Fifteenth Annual Assembly of the 
United States Chapter, International College of Sur- 
geons, Cleveland, Nov. 2, 1950. 

Submitted for publication Nov. 27, 1950. 


Shortly after this the left leg swelled per- 
ceptibly until, when the patient presented 
herself for treatment, it was seen that the 
left leg measured 47 inches (119.3 cm.) 
in circumference at the midthigh level. 
Because of the hard, woody and brawny 
induration around the entire inguinal re- 
gion, it was deemed inadvisable if not im- 
possible to do any open surgical proce- 
dure such as is offered by the Kondoleon 
or Ghormley and Pratt methods. As a 
result, it was concluded that could the 
inguinal crease be bridged by a foreign 
material (e.g., by a nylon suture as ad- 
vocated by Handley and Ransohoff) per- 
haps the lymph drainage would be re- 
established. With this thought in mind 
a long needle was inserted subcutaneously, 
starting above the inguinal crease and ex- 
tending below the entire remaining needle 
length, perforating the skin at the lower 
pole. A nylon suture was then threaded 
back through the bore of the needle, and 
on withdrawal of the needle the nylon su- 
ture remained subcutaneously submerged. 
The largest needle available was 7 inches 
(17.7 cm.) in length and of a No. 20 gauge. 
This needle was inserted in the extreme 
lateral margin of the upper aspect of the 
left thigh, outside the brawny area. A sec- 
ond suture was directed in a similar man- 
ner but approximately 2 inches (5 cm.) 
more laterally. Within a few days the pa- 
tient noticed the size of the leg diminish- 
ing. Four weeks later, on reexamination, 
the leg was seen to have been reduced to 31 
inches (78.7 cm.) in circumference. There 
developed subcutaneously above the in- 
guinal fold and over the lower abdomen 
a hard mass approximately 12 inches 
(30.4 cm.) in diameter. It presented the 
picture one observes on administration of 
a hypodermoclysis. This caused some con- 
cern for a while, as the patient showed 
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signs of pulmonary complications. With 
bed rest and antibiotics, however, the 
condition cleared satisfactorily, and the 
leg continued to diminish until it reached 
the size of the well leg. 

A second type of patient in whom the 
effectiveness of the procedure is exempli- 
fied is the unfortunate in whom lymphe- 
dema of the arm develops after radical 
mastectomy. These comprise some 15 or 
20 per cent of persons submitting to this 
form of surgical treatment. Representa- 
tive of this group is a patient who had an 
extensive dissection with removal of all 
visible axillary glands after a diagnosis 
of carcinoma of the left breast. An ex- 
tensive course of roentgen therapy was 
administered. Swelling quickly developed, 
the arm at the elbow reaching 18 inches 
(76.2 ecm.) in circumference. The woman 
was totally incapacitated. She was re- 
quired to remain in bed for the greater 
part of the day, with elevation and sus- 
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Schematic drawings of steps in technic. 


pension of her entire arm. The arm, more- 
over, was so heavy that it required con- 
stant support, making it difficult for the 
patient to be up and about more than an 
hour at one time. The condition was pres- 
ent for three years. Two sutures were 
placed, one on the anterior aspect of the 
arm beginning at the midbiceps area and 
extending to the level of the middle clav- 
icular region; the other on the posterior 
surface, beginning at the middle triceps 
area and extending to the middle scapular 
position. Within a week’s time the edema 
had receded to the following extent: 


Inches from wrist 2 6 9 14 
Date 


9/14/50 8 11 138 18% 
9/23/50 7 #10%4,11 12 
10/19/50 534, Tia 934 934 


A third type of application of this form 
of therapy was made because of a com- 
plication following circumcision on a boy 
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aged 17. An edematous watery sac meas- 
uring approximately 5 by 5 centimeters 
developed about the intact frenulum. The 
boy was epileptic, and it was feared that 
such a condition, if allowed to remain, 
might provoke considerable instability and 
a recurrence of his seizures. A single 
nylon suture was inserted by the same 
method, beginning at the midportion of 
the edematous area and perforating the 
skin over the symphysis pubis. The suture 
material was anchored to the abdominal 
wall with adhesive strips. On the follow- 
ing morning the dressing was quite moist 
and the swelling had dramatically disap- 
peared. Two days later the boy returned 
the suture, stating that it was no longer 
needed, as it had come out during the 
night. 

A further test of the value of the pro- 
cedure was given in the case of possible 
filariasis. The patient, a 30-year-old man, 
while working in a ship’s drydock, de- 
veloped an elephantoid scrotum after an 
insect bite. Plastic operations corrected 
the abnormal size of the scrotum, but re- 
moval of the inguinal glands several years 
later resulted in a grotesque configuration 
of the penis. Today this man is restricted 
to sedentary work and is a taxicab driver. 
He has suffered his embarrassment for 
twelve years. Observing the results ob- 
tained from inserting a thread through 
the skin of the penis of the 17-year-old 
boy who had postoperative edema follow- 
ing circumcision, I advised this unfortu- 
nate man to have a trial of the method, 
to which he readily consented. The needle 
was directed subcutaneously through each 
lateral surface of the swollen penis and 
a No. 1 nylon suture threaded according 
to the procedure outlined. In four days 
the circumference of the penis was reduced 
from 7 to 5 inches (17.7 to 12.7 cm.) and 
the overall length, appearance and shape 
definitely improved. 

The 7-inch needle, however, could not 
reach the pubis, and as a result fluid 
accumulated at the base of the penis, 
creating an obvious complication. Two 
other sutures subsequently planted from 
the midpenile area and extending above 


MARCH, 1951 


the symphysis pubis resulted in satis- 
factory reduction of the edema. Six weeks 
later the glans penis was observed for 
the first time in twelve years. 

Technic.—To recapitulate, it is possible 
to help patients crippled with lymphe- 
dema without subjecting them to exten- 
sive radical operations. In the present in- 
stance a large needle 7 to 12 inches (17.7 
to 30.4 cm.) in length and preferably 
No. 19 or No. 20 gauge may be used, 
which, after being inserted subcutaneous- 
ly and forced out through the skin at the 
lower pole, is threaded with a No. 1 nylon 
suture. A small wheal is first made in the 
selected area of the skin and 1 per cent 
procaine solution (see illustration) is in- 
jected. For this purpose a small hypo- 
dermic needle and syringe are employed. 
The large needle is now attached to a 
5 or 10 cc. syringe containing 1 per cent 
procaine. The needle is pushed through 
the wheal and directed subcutaneously, 
injecting the procaine ahead of it. When 
the full length of the needle is reached the 
point is forced through the skin and the 
nylon suture is threaded back through 
the needle bore until several inches are 
obtained at the hub end. The suture is 
grasped firmly at the needle point, and 
the needle is quickly withdrawn by a 
sweeping upturn movement. The maneu- 
ver leaves the nylon buried subcutaneous- 
ly. The nylon is now cut flush with the 
skin and withdrawn until the end lies 14, 
inch (0.6 cm.) under the skin. The other 
end of the suture is similarly cut flush 
with the skin and pushed under as far 
as possible. A “band-aid” covers each 
cutaneous perforation after a spot of an- 
tiseptic is applied. The extremity is ele- 
vated and wrapped with an elastic band- 
age. 

COMMENT 


The mechanism involved in establishing 
lymph drainage by the subcutaneous im- 
plantation of nonabsorbable material 
(e.g., as nylon) may be disputed. Doubt- 
less capillary attraction has a major part 
in it. The rapid decrease in the size of 
the organs attests to the tremendous 
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mobilization of fluids despite the small 
caliber of the thread and the resultant 
bore of the channel it creates. Some main- 
tain that new lymph channels are created 
and continue the process indefinitely. That 
fluid in great quantities can be mobilized 
by capillary attraction is well exemplified 
in nature, as is seen in the rise of sap 
in the great sequoia trees. The absorp- 
tion of the fluid thus mobilized, however, 
probably is similar to that of any par- 
enteral fluid given subcutaneously. 

The variety of the structures upon 
which the method has been employed and 
the experience herein obtained should 
permit one to conclude that the procedure 
has usefulness. Certainly the simplicity 
and safety of the method should recom- 
mend and invite a more extensive trial. 


SUMMARY 


The author presents a method of re- 
establishing lymph drainage to relieve 
lymphedema of the extremities without 
subjecting the patient to radical surgical 
procedures. He has obtained results which, 
together with the simplicity and safety 
of the method, in his opinion justify its 
more extensive use. 


RESUMEN 


Se presenta un método para restablecer 
la canalizacion linfatica, con objeto de 
aliviar el linfoedema de las extremidades 
sin recurrir a procedimientos quirtrgicos 
radicales. En virtud de los resultados 
obtenidos y la simplicidad y seguridad del 
método, el autor opina que hay justifica- 
cién para el uso mas extenso de esta 
téenica. 


RESUME 


L’auteur présente une méthode pour 
rétablir le drainage lymphatique dans des 
cas d’oédéme des extrémités di a un 
bloquage des lymphatiques, sans soumettre 
son patient 4 des manoeuvres chirurgi- 
cales. L’auteur a obtenu des résultats qui, 
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a son avis, présentent une simplicité et 
une sécurité techniques justifiant davan- 
tage l’emploi de sa méthode. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet ueber eine 
Methode der Wiederherstellung des Lym- 
phabflusses von den Extremitaeten zur 
Behandlung des Lymphoedems, die dem 
Kranken einen radikalen chirurgischen 
Eingriff erspart. Die Erfolge, die Ein- 
fachheit und die Sicherheit der Methode 
rechtfertigen nach der Meinung des Ver- 
fassers eine umfangreichere Anwendung 
dieser Technik. 


RIASSUNTO 


L’A. presenta un metodo di ristabilire 
scorrimento di linfa a sollevare linfedema 
dell’estremita’ senza sommettere il pazi- 
ente ad interventi chirurgici radicali. Ha 
ottenuto risultati i quali nella sua opinione, 
insieme colla semplicita’ e sicurta’ del 
metodo giustificano piu vasto avvantaggio 
di questo tecnico. 
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Congenital Anomalies of the Testicle 
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genitalia of the male are sufficiently 
common to permit some conclusions 
regarding their treatment. 

All congenital anomalies of the male 
genitalia should be corrected before 
puberty for two reasons: 1. A boy pays 
little attention to his sexual parts until 
he reaches puberty; then he becomes 
greatly exercised psychically if he is dif- 
ferent from his companions. He should, 
therefore, be rendered normal in order 
to avoid this psychological hazard. 2. If 
the young male’s organs are not normally 
placed, though normal anatomically and 
functionally, the proper development of 
the organs cannot take place, which great- 
ly impairs them both anatomically and 
physiologically. 

This applies particularly to the testicles, 
and any anomaly of these important struc- 
tures should be corrected as soon after 
the child has reached the age of 4 years 
as possible, and under all circumstances 
before puberty. 

Medical literature contains many re- 
ports of congenital variations in the num- 
ber of the testicles, the authenticity of 
which must be seriously questioned. The 
accurate diagnosis of such anomalies is 
dependent upon very careful examination 
at autopsy or surgical exploration, and 
mistakes in diagnosis are easily made. 
There are rare instances of absence of one 
or both gonads; but usually proper ex- 
amination in suspected cases will reveal 
an ectopic testicle. So, too, in most cases 
of suspected supernumerary testicle the 
condition turns out to be encysted hydro- 
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cele or some other relatively common 
scrotal lesion. In rare instances, however, 
an actual supernumerary testicle does oc- 
cur. 

As we have recently encountered sev- 
eral of these rarities, it was felt that a 
review of the subject, and of the litera- 
ture on testicular anomalies, was in order. 


ANOMALIES IN NUMBER OF TESTICLES 


Anorchidism and Monorchidism.—Con- 
genital absence of both testicles is one of 
the rarest of anomalies, only 13 authentic 
cases having been reported up to 1949 
(Hepburn). In 6 of these the condition 
was diagnosed at autopsy and in 7 at 
operation. One subject was a full-term 
fetus and one an infant 8 weeks old; the 
remainder were between 11 and 61 years 
of age. 

Congenital absence of one testicle, 
though more common, is also very rare. 
Kawaichi, Cooper and O’Donnell found 
49 cases up to 1949, and none has been 
reported since. 

A correct diagnosis of these anomalies 
is dependent upon careful autopsy or sur- 
gical exploration, as absence of the testicle 
may readily be confused with abdominal 
retention or ectopia. Such anomalies are 
believed to be due to total or partial fail- 
ure of embryonic development of the 
gonads or, much less probably, to intrau- 
terine atrophy of the testicle resulting 
from disease or trauma. The fact that 
absence of the testicle may be associated 
with other anomalies, such as absence of 
the kidney and ureter, exstrophy of the 
bladder, malformations of the rest of the 
seminal tract, imperforate anus, and 
rectovesical and _ rectourethral fistulas, 
strengthens the belief that this is a de- 
velopmental defect. 
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Fig. 2.—Authors’ case of transverse ectopic testicon right side (normal testicle on left). Note un- 
descended right testicle, with normal epididymis and vas, withdrawn from internal inguinal ring. In 
the cord, about 7 cm. from the normal testicle, is a small mass of tissue resembling an unwound epi- 
didymis, from which extends a small vas. This was removed and orchiopexy done. Microscopic exam- 
ination showed it to be testicular tissue, without spermatogenesis. 


Anorchidism produces, of course, a na- one testicle undergoes compensatory hy- 
tural eunuch, impotent and with a fem- pertrophy. 
inine aspect. In monorchidism, on the Polyorchidism.—The presence of a su- 
other hand, there may be normal develop- pernumerary testicle is frequently diag- 


ment of the external genitals and sec- nosed but rarely occurs. Many of the extra 
ondary sex characteristics, with potency testicles reported in the literature were 
and the ability to reproduce, provided the diagnosed on palpation only, or were ob- 
other testicle is normal. Frequently this served at operation or autopsy but not 
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subjected to microscopic examination. In 
a thorough review of the literature we 
have found only 18 authenticated cases, 
the one presented here making the nine- 
teenth. In these, the extra testicle was 
on the right side in 7 cases and on the 
left in 12. Only those cases should be ac- 
cepted as authentic in which the diag- 
nosis has been proved by histologic ex- 
amination, as there are a number of more 
common conditions which, clinically, may 
be mistaken for polyorchidism. These in- 
clude encysted hydrocele, omental hernia, 
small tumors or cysts, and spermatocele. 


The first reference to this subject ap- 
pears to be that of Blasius, who, in 1670, 
observed three testicles during a routine 
autopsy. Lane, in 1895, was the first to 
record an example of  polyorchidism 
proved by operation and histologic exami- 
nation. In 1923 Jeannin and Delater re- 
ported the first case to show normally 
functioning testicular tissue in the extra 
organ. In 1942 Cranz removed a degen- 
erate intra-abdominal testicle at the time 
of appendectomy in a patient with two 
clinically normal gonads in the scrotum. 

Table 1 lists the 18 authentic cases 
found in the literature. In only 3 of these 
was active spermatogenesis noted. 

Supernumerary testicles may differ con- 
siderably in type. Usually the two testicles 
have a single vas and an epididymis 
elongated to serve them both; but there 
may be duplication of the entire tract 
(testicle, epididymis and vas), as in 
Thiessen’s case; or the extra testicle may 
have neither an epididymis nor a vas, or 
it may have an epididymis and vas open- 
ing into the epididymis of the other 
testicle. Usually the extra gonad is smaller 
and lacking spermatogenesis. 

In most of the recorded cases the con- 
dition was discovered at operation for 
hydrocele, hernia, suspected tumor or 
other scrotal pathologic lesion. The sup- 
posedly third testicle must be differenti- 
ated from two testicles on one side with 
the opposite side of the scrotum empty 
(transverse ectopia). 

The following case of polyorchidism 
was recently observed by us: 
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W. B., 11 years old, was admitted to St. 
Clare’s Hospital on Aug. 1, 1949, with a diag- 
nosis of undescended testicle. For two years 
he had been receiving hormonal therapy to no 
avail, and operation was advised. 

Physical examination showed no abnormal- 
ities except absence of the right testicle from 
the scrotum and tenderness to deep palpation 
in the right inguinal region over the internal 
ring. The left testicle was normal in size, 
shape, consistency and position. All laboratory 
data were within normal limits. 

On the second hospital day, orchiopexy was 
performed by the senior author. The right 
testicle was found to be situated in the right 
inguinal canal, in the region of the internal 
ring. It was normal in appearance, although 
slightly smaller than the left. In the sper- 
matic cord, about 6 or 7 cm. from the right 
testicle, was a small, irregular mass of undif- 
ferentiated tissue, approximately 0.5 by 1.5 
cm., from which extended a cordlike structure 
resembling a vas (Fig. 1). This was removed, 
and a biopsy specimen was taken for micro- 
scopic examination. The normal right testicle 
was reduced into the scrotum and fixed with 
a No. 2 chromic catgut suture to the skin of 
the thigh. 

The patient had an uneventful convales- 
cence and was discharged fifteen days later, 
with the wound healed and the right testicle 
in the bottom of the scrotum. 

The pathologic report read: “Gross: Speci- 
men consists of one minute bit of white tissue, 
given in toto for sectioning. Microscopic: Sec- 
tion shows a small island composed of atrophic 
tubules with a goodly amount of connective 
tissue in the stroma. There is no evidence of 
spermatogenesis. Diagnosis: Small bit of tes- 
ticular tissue.” 


ANOMALIES IN POSITION OF TESTICLES 


Cryptorchidism. — In cryptorchidism 
the testicle, instead of descending to its 
normal position in the bottom of the 
scrotum, is arrested at some point in the 
line of normal descent. In its migration 
from its embryonic location in close prox- 
imity to the primitive kidney, the testicle 
must descend along the posterior abdomi- 
nal parietes, through the inguinal canal 
and the upper part of the scrotum. Thus 
there may be retention of the gland within 
the abdominal cavity, or in the inguinal 
canal between the internal and external 
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rings (the most common location), or in 
the upper part of the scrotum. In an in- 
teresting case reported by the senior 
author and Dr. H. C. Curtis in 1940, the 
right testicle was found in its embryonic 
position at the level of the kidney hilum, 
having never descended at all, and the left 
testicle was found in the iliac fossa, out- 
side the iliac vessels. 

Retention of the testicle in its anomal- 
ous position is due to faulty development 
of the structural route along which it must 
descend. The exact mechanism is obscure. 
Suggested contributory factors include: 
maldevelopment of the scrotum and its in- 
vesting pouches, or of the gubernaculum, 
cremaster muscle, or inguinal fold; loosen- 
ing and subsequent closing of the rings 
of the inguinal canal; the actual and rela- 
tive growth of the body with that of the 
testicle; external and increased intra- 
abdominal pressure; and hormonal de- 
ficiencies. 

Failure of the testicle to descend causes 
that side of the scrotum to appear 
shriveled and, frequently, to remain 
noticeably underdeveloped. In bilateral 
nondescent, the appearance of the scrotum 
simulates that of the labia majora of the 
female. 

Undescended testicles in adults are 
atrophic, and spermatogenesis is absent. 
These degenerative changes become in- 
creasingly recognizable after puberty; 
hence the importance of treatment be- 
fore that time. Hernia is a very common 
accompaniment of imperfectly descended 
testicles, and widely-gathered statistics 
indicate that such gonads are more liable 
to trauma and to malignancy than is the 
fully descended testicle. Malignant change 
is especially common in the abdominally 
retained gland. 

Intra-abdominal testicles are also more 
liable to torsion. Having lately observed 
a case of torsion of an abdominally re- 
tained left testicle which also contained 
a malignant tumor,* we reviewed the 
literature and found 12 other reports of 


*To be reported by Dr. Robert W. Hunt, Director 
of the Department of Urology of St. Clare’s Hospital. 
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torsion of abdominal testicles (Table 2). 
Eight were on the right side and 4 on the 
left. Since abdominal retention appears to 
be nearly as common on both sides, 
Ormond has suggested that the presence 
of the cecum, with its intermittent load- 
ing and pull on the peritoneum, must 
have something to do with the greater 
predominance of torsion on the right side. 
Most interesting is the fact that in 6 of 
the 12 reported cases, and in the case 
observed by us, the affected testicle con- 
tained a malignant tumor. All 13 patients 
were between the ages of 15 and 42. The 
condition is marked by a sudden onset, 
sometimes but not always preceded by 
previous attacks, and by extremely severe 
pain, tenderness and muscular resistance. 
Pain may be the only symptom, but some- 
times there are fever, chills, nausea and 
vomiting. There is absence of the testicle 
from the scrotum; nevertheless, the con- 
dition is not readily diagnosed. In only 4 
of the reported cases was the diagnosis 
definitely made preoperatively. In 4 the 
condition was diagnosed as appendicitis; 
in 1 as acute disease of the abdomen; in 
3 as appendicitis or a lesion of an intra- 
abdominal testicle; and in the case seen 
by us as torsion of the testicle or appen- 
dicitis. 

Ectopia of the Testicle-—In ectopia, a 
much rarer anomaly, the testicle, instead 
of being retained at some point along its 
normal course of descent, is actually dis- 
placed to an anomalous position. There 
are several types of ectopia: 


In inguinal ectopia the testicle, after 
passing through the external ring, is de- 
flected upward and outward and comes to 
rest upon the superficial surface of the 
aponeurosis of the external oblique 
muscle. 

In pubopenile ectopia it is found at the 
base of the penis, overlying the pubic 
bone. Only 5 such cases were reported up 
to 1945 (Kaufman). 

In femoral or crural ectopia it is found 
in Scarpa’s triangle, on the medial side 
of the thigh. 

In perineal 


after passing 


ectopia, 
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through the external ring, the testicle 
migrates into the perineum. Cecil reported 
104 cases of this type up to 1947. 

Very rarely a testicle will descend into 
the true pelvis (pelvic ectopia). Our as- 
sociate, Dr. Robert W. Hunt, in 1940 re- 
ported a most unusual case of bilateral 
pelvic ectopia in which both testicles were 
successfully brought into the scrotum by 
operation. 

In transverse ectopia the testicle de- 
scends by the same inguinal canal as its 
fellow and occupies the same side of the 
scrotum. The two vasa lie close together, 
and may remain entirely separate or may 
wholly or partly fuse. According to 
Kimura, when both vasa pass through 
one side of the body absolutely, the 
anomaly may be recognized as a faulty 
development of both testicles on one side; 
but if one vas, after passing through the 
same inguinal ring with the other, crosses 
the median line and descends to the 
seminal vesicle on the other side, while 
the other vas takes a normal course, it 
shows that the testicle has been displaced 
to the opposite side during its descent. 
The exact mechanism by which displace- 
ment occurs is unknown. The function of 
the gubernaculum testis is apparently to 
guide and to some extent draw the testicle 
from the abdomen into the scrotum; and 
it has been suggested that certain fibers 
of the gubernaculum may exert unusual 
tension upon the testicle in such a way 
as to divert it from its normal line of 
descent, and the advance of a hernia may 
push it into an anomalous position. This 
anomaly is frequently associated with 
congenital inguinal hernia and, less often, 
with hypospadias and the presence of a 
small, infantile uterus within the scrotal 
sac. The palpable ectopic testicle is easily 
diagnosed; but if the gland is intra- 
abdominal and cannot be palpated, the 
diagnosis can be made only by exploratory 
operation. 

A review of the literature reveals re- 
ports of only 24 cases of transverse 
ectopia (Table 3), to which we now add 
an additional case. This case is especially 
interesting as it is the only instance we 
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have found of a transverse ectopic testicle 
containing a malignant tumor. 

B. M., 30 years old, was admitted to St. 
Clare’s Hospital on March 2, 1950, for a right 
herniorrhaphy and plastic repair of the 
urethra. Nine years previously he had had 
repair of a perineal hypospadias and a left 
herniorrhaphy, at which time no testicle could 
be found on the left side. The patient was 
happily married but had no children. 

Physical examination disclosed well healed 
scars of a left inguinal herniorrhaphy and a 
suprapubic cystostomy. There was a small, 
indirect, reducible right hernia. No masses 
could be felt in the inguinal canal. At the 
end of the penis was a normal-appearing 
meatus, and in the penoscrotal junction an 
opening through which the patient urinated. 
There was also a minute fistulous opening in 
the perineum, which leaked a few drops of 
urine during micturition. The right testicle, 
epididymis and vas were normal to palpation; 
the left testicle was absent. All laboratory 
data were within normal limits. 

With spinal anesthesia, plastic repair of 
the urethroperineal and _ urethropenoscrotal 
fistulas was done by the senior author. A right 
herniorrhaphy was then performed. During 
dissection and freeing of the vas from the 
hernial sac, there was found—in the middle 
third of the inguinal portion of the vas and 
hanging from it by a small cord—a mass with 
all the macroscopic characteristics of a testi- 
cle except an epididymis. This mass was about 
1.5 em. long and 8 mm. in width and depth 
(Fig. 2). It was resected and sent to the lab- 
oratory for microscopic examination. 

The patient was discharged nineteen days 
later, voiding through the penis and with both 
fistulous openings well healed. 


Pathologic Report (Dr. Jacob M. Ravid). 
—‘‘Nature of specimen: testicle. 

“Gross: Specimen is a small elliptoid nodule 
about the size of a green olive, measuring 
22 x 12 x 8 mm. and weighing 3 grams. The 
external surface is smooth, glistening, and 
intact. On section, it is of a uniform pale 
greyish-white color, semi-elastic and firm in 
consistency. Near the periphery of the nodule, 
a rim of soft creamy-white tissue is seen, 
which has the appearance of a remnant of tes- 
ticular substance and from which tubules can 
be teased out with ease. 

“Microscopic: Sections from the solid tumor 
nodule show it to be made out of innumerable 
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Fig. 2.—Authors’ case of transverse ectopic testicle containing malignant tumor. At 1, note absence 
of testicle on left side of scrotum; at 2, enlarged right testicle, with epididymis and vas; small, aber- 
rant testicle, without epididymis but with vessels and a vas which joined the normal vas higher up, in 
its inguinal portion. This ectopic testicle was removed, and on section was found to contain a malig- 


large, irregular, compact masses of cells. The 
component cells are polygonal or irregular in 
shape and have a large, rounded or fuzzy, hy- 
perchromatic nucleus, and a moderate amount 
of cytoplasm. One to three nucleoli are seen 
in most of the nuclei. An occasional mitosis 
is found. These large cells are loosely arranged 
in irregular nests and sheets. These nests of 
large cells are surrounded by a dense connec- 
tive tissue layer rich in lymphocytic elements 
which frequently assume a follicular pattern. 
Areas of calcification are also noted. Histio- 


nant tumor. 


cytes and epithelioid cells are diffusely scat- 
tered through the connective tissue matrix. 

“Sections taken from the outer rim of the 
specimen show a goodly number of atrophic 
tubules, most of which are compressed and 
hyalinized. Those that are better preserved 
show no evidence of spermatogenesis. 

“Diagnosis: Seminoma or disgerminoma 
of ectopic testicle.” 

Treatment of Cryptorchidism and Ec- 
topia.—Ectopia of the testicle always re- 
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TABLE 1.—EKighteen Cases of Polyorchid- 
ism Proved by Histologic Examination 


Year of 
Report 
1895 
1899 
1907 
1910 
1922 
1923 
1924 
1925 
1928 
1931 
1933 


Author 
Lane 
Lossen 
Mariotti 
Lerat 
Haas 
Jeannin and Delater 
Lecéne 
Holder 
Edington and Blacklock 
King 
Boggon 
Chevassu 
Goldstein and Casilli 
Cranz 
Thiessen 
Handley and Crawford 
Dardill and Constantine 
Smith, Evans and Suder 


TABLE 2.—Twelve Cases of Torsion of 
Intra-Abdominal Testicle 


Author 
Gerster 
Stiles 
LeConte 
Howard 
Cupler 
Ormond 
Pearlman 
Wallenstein 
Power 
Chitty 
Beller 
Whittington 


Tumor 
Yes 
Yes 
Yes 


Year of Report 
1898 
1905 
1907 
1907 
1915 
1927 
1927 
1929 
1933 
1933 
1935 
1943 


Yes 


Yes 
Yes 


quires surgical correction (orchiopexy). 

Nondescent or partial descent of the 
testicles at birth is quite common. If they 
have not fully descended by the end of 
the first year, it is customary to consider 
the condition abnormal. Some of these 
testicles will descend spontaneously later 
—usually at or shortly after puberty. It 
is our belief that hormonal therapy may 
hasten the descent of some testicles, but 
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that these are the type of undescended 
glands which would descend spontaneous- 
ly at puberty. True undescended testicles, 
whose passage through the inguinal canal 
is prevented by mechanical obstacles, re- 
quire surgical intervention. With the ar- 
rival of puberty, undescended testicles 
undergo regressive changes which lead 
to destruction of the seminal epithelium; 
hence correction before puberty is of 
great importance, to permit the organ to 
develop normally. When hormonal therapy 
has been utilized and fails to effect descent 
within a reasonable period, orchiopexy 
should be done without delay. 

For operation to be successful, it must 
(1) preserve the blood and nerve supply 
of the testicle; (2) fix the testicle in the 
bottom of the scrotum without undue 
traction upon the cord, and (3) cure the 
hernia that almost always accompanies 
the cryptorchidism. Usually the cord is 
found to be of good length if the vessels 
are freed. The success of operation is pro- 


Fig. 8.—Transverse ectopic testicle. Low-power 
photomicrograph showing almost entire tumor, 
with a remnant of atrophic testicular tubules at 
periphery. The darker-staining islands scattered 
through the tumor are clumps of histiocytes. 


. portional to the completeness with which 
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TABLE 3.—Twenty-Four Cases of Trans- 
verse Ectopic Testicle 
Year of 
Report Author 
1886 Lenhossék 
1895 Jordan 
1901 Linser 
1903 Christopherson 
1904 Berg 
1905 Halstead 
1905 Romanovsky and Winiwarter 
1907 Cornil and Brossard 
1909 Castelli 


1910 Duse 
1910 Bottaro 
1911 Marsh 


1912 Iwasaki 
1916 Hertzler 


1918 Pagliere and Pozzi 
1918 Kimura 
1927 Bustos 
1928 Siciliani 
1928 Howald 
1930 Link 

1934 Hawlisch 
1938 Alberti 
1938 Alberti 
1942 Loscertales 


the fibrous tissue surrounding the vas and 
vessels of the cord is removed. 

In our method of performing orchio- 
pexy, the testicle, after being brought into 
the scrotum, is fixed in the skin of the 
thigh, from which it is detached at a 
later date. This is accomplished by fixing 
a No. 2 chromic catgut suture, doubled, 
to a nonfunctioning part of the invest- 
ments of the testicle. The long needle is 
then pushed through the most dependent 
part of the scrotum and fixed well down 
on the thigh, thus serving to hold the 
testicle in position until it becomes at- 
tached to the scrotum and will not be 
drawn back into the inguinal canal by 
sudden movement, such as coughing or 
other activity. It has been found that a 
three weeks’ chromic catgut suture No. 2 
will hold for eight days. 
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Fig. 4—Transverse ectopic testicle. Medium 
power photomicrograph of tumor, showing the 
two main component elements: the compact nests 
of large cells with hyperchromatic nuclei, and the 
surrounding smaller lymphocyte-like cells. 


Fig. 5.—Transverse ectopic testicle. High power 
photomicrograph of specimen in Figure 4. 
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SUMMARY AND CONCLUSIONS 


The authors have carefully reviewed 
the literature and listed 18 cases of poly- 
orchidism proved by histologic examina- 
tion, adding one of their own. 

Twelve cases of torsion of an intra- 
abdominal testicle have been collected and 
a new one added by permission of Dr. 
Robert W. Hunt, who will report his case 
shortly. In 7 of the cases the testicles con- 
tained malignant tumors, including the 
one described here. 

Twenty-four cases of transverse ectopic 
testicle have been reported. These are 
listed, and a personal case is described 
in which there was also a malignant 
tumor. The authors have found no other 
report of malignancy in a_ transverse 
ectopic testicle. 

The treatment of cryptorchidism and 
ectopia is reduction of the testicle into its 
proper position in the scrotum, where it 
is retained by a No. 2 chromic catgut 
ligature fixed to the skin of the thigh, 
from which it is detached at a later date. 
The vas deferens is always long enough, 
the nondescent being caused by fibrotic 
tissue around the blood vessels. This must 
be completely removed, with preservation 
of as many as possible of the blood vessels 
and nerves to insure proper nutriment 
of the testicle. 


RESUME ET CONCLUSIONS 


Les auteurs ont passé en revue la 
littérature et noté 18 cas de polyorchidie 
contrélée par l’examen histologique; a 
cette liste, ils apportent un cas personnel. 

Douze cas de torsion d’un testicule 
intra-abdominal furent rapportés avec 
l’addition d’un nouveau cas, gracieuseté 
du Dr. Robert W. Hunt, qui en fera 
bientot rapport. Sept testicules présent- 
aient des tumeurs malignes, y compris le 
cas rapporteé ici. 

Vingt-quatre cas d’ectopie testiculaire 
croisée furent rapportés. On y a ajouté un 
cas personnel ou il y avait aussi une 
tumeur maligne. Les auteurs n’ont pas 
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trouvé d’autres cas de malignité rapportée 
chez les cas d’ectopie croisée. 

Le traitement de l’ectopie testiculaire 
et de la cryptorchidie consiste a placer le 
testicule dans sa loge normale, située dans 
le scrotum. On l’attache avec du catgut 
chromicisé no. 2 a la peau de la cuisse, 
d’ot il est sectionné plus tard. Le canal 
déférent est toujours assez long. Ce sont 
des fibres autour des vaisseaux qui empé- 
chent la descente. Ces bandes doivent étre 
enlevées en ayant toujours soin cependant 
de conserver |’inervation et la vasculari- 
sation du testicule. 


RESUMEN Y CONCLUSIONES 


Se revisa cuidadosamente la literatura 
y se catalogan 18 casos de poliorquidismo 
comprobado por examen histol6égico, 
agregando 1 caso del autor. 

Se han reunido 12 casos de torsién de 
un testiculo intrabdominal y agregado 1 
nuevo con permiso del Dr. Robert W. 
Hunt, quien lo dara a conocer en breve. 
En 7 de los casos los testiculos contenian 
tumores malignos, incluyendo el caso que 
se describe. 

Se han dado a conocer 24 casos de tes- 
ticulo ect6pico transverso. Estos se han 
catalogado y se describe 1 caso personal 
en que hubo también un tumor maligno. 
El autor no ha encontrado otra comuni- 
cacién de malignidad en testiculo 
ectopico transverso. 

El tratamiento del criptorquidismo y 
ectopia es la reduccién del testiculo a su 
posicién adecuada en el escroto, mante- 
niéndolo con una ligadura con catgut 
cromico nim. 2 fijada a la piel del muslo, 
de la que se desprende posteriormente. 
El conducto deferente es siempre lo 
suficientemente largo, debiéndose la falta 
de descenso al tejido fibroso perivascular. 
Este debe extirparse completamente, 
preservandose debidamente los vasos 
sanguineos y nervios para asegurar la 
nutricién adecuada del testiculo. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die Verfasser geben einen sorgfaeltigen 
Ueberblick ueber die Literatur ueber 18 
Faelle von histologisch bestaetigtem Poly- 
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orchidismus und fuegen einen eigenen Fall 
hinzu. 

Sie haben zwoelf Faelle von Drehung 
eines intraabdominalen Hodens gesam- 
melt und mit Erlaubnis von Herrn Dr. 
Robert W. Hunt einen weiteren Fall hin- 
zugefuegt, dessen Veroeffentlichung be- 
vorsteht. Von diesen Faellen zeigten 
sieben, darunter auch der hier beschrie- 
bene, eine boesartige Hodengeschwulst. 

Es liegen 24 Faelle von queren ektopi- 
schen Hoden vor. Diese werden aufge- 
zaehlt, und ein eigener Fall, in welchem 
sich ebenfalls eine boesartige Geschwulst 
befand, wird beschrieben. Die Verfasser 
konnten keinen anderen Bericht ueber 
eine boesartige Geschwulst in einem 
queren ektopischen Hoden finden. 

Die Behandlung des Krytorchidismus 
und der Hodenektopie besteht in der 
Reduktion des Hodens in seine normale 
Lage im Hodensack, wo er durch eine 
Chrom—Catgutnaht (No. 2), die an der 
Haut des Oberschenkels befestigt ist, ge- 
halten wird. Spaeter wird die Naht vom 
Oberschenkel losgeloest. Der Samenstrang 
ist immer genuegend lang, und der 
Abstieg des Hodens wird durch fibroeses 
Gewebe um die Blutgefaesse herum ver- 
hindert. Dieses muss vollstaendig entfernt 
werden. Dabei sollen moeglichst viele 
Blutgefaesse und Nerven erhalten werden, 
um eine ausreichende Ernaehrung des 
Hodens zu sichern. 


RIASSUNTO E CONCLUSIONI 


L’AA. hanno fatto la rivista della lette- 
ratura con cura e registrano 18 casi di 
poliorchidismo verificati da esame isto- 
logico, aggingendo uno di loro. 

Dodici casi di torsione d’un testicolo 
intra-addominale furono raccolti ed uno 
nuovo agguinto per permissione di Dr. 
Robert Hunt, chi rapportera’ il suo caso 
fra poco. In 7 casi i testicoli contenevano 
tumori maligni, incluso l’uno descritto qui. 

Ventiquattro casi di testicolo ectopico 
traverso sono stati rapportati. Questi 
sono registrati, ed un caso personale e’ 
descritto nel quale vi era anche un tumore 
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pico traverso. 

Il trattamento di criptoorchismo ed 
ectopia e’ riduzione del testicolo nella 
propria posizione nel scroto dove si ritiene 
con legatura di corda cromata No. 2 fissata 
alla pelle della coscia, dalla quale e’ dis- 
taccata a data piu tardo. I] vas deferens 
e’ sempre lungo abbastanza, la nondiscesa 
essendo causato di tessuto fibrotico in- 
torno i vasi a sangue. Questo deve essere 
completemente sloggiato, con conserva- 
zione piu possibile dei vasi e nervi per 
assicurare nutrizione sufficiente al testi- 
colo. 
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Agnogenic Myeloid Metaplasia of the Spleen 
Follow-Up After Splenectomy 


H. L. SKINNER, M_D., F.A.C.S., F.I.C.S.,* anp L. J. SOPHIAN, B.A., M.D.** 


STATEN ISLAND, 


designated a form of myeloid meta- 

plasia of the spleen as agnogenic, on 
the basis of the fact that the group of 
patients concerned showed slowly progres- 
sive enlargement of the spleen over a 
long period and presented a blood picture 
which simulated in some instances myelog- 
enous leukemia; occasionally the picture 
was that of hemolytic jaundice. As a rule 
in these cases the peripheral blood reveals 
the presence of immature red cells and 
white blood cells. 

Differential diagnosis between myeloid 
metaplasia of the spleen and _ spleno- 
megaly due to myelogenous leukemia may 
be extremely difficult. Of the 10 patients 
reported on by Jackson, Parker and 
Lemon, 3 received irradiation over the 
spleen and all died within two years; 3 
others were treated by splenectomy and 
all died within one year; the remaining 4 
were followed for periods varying from 
twenty-two months to many years, except 
1 whose case was lost from the records. 
As a result of this experience, the authors 
concluded that either irradiation or splen- 
ectomy is useless or actually harmful, and 
that only symptomatic and supportive 
treatment should be undertaken. A simi- 
lar conclusion was arrived at by Reich and 
Rumsey,” based on their experience with 
5 cases. Four of their patients were sub- 
jected to splenectomy, and the end results 
were as follows: 1 died five years later, 
at the age of 57; a second continued to 
have symptoms and evidence of anemia 
and was alive two and one-half years after 
splenectomy; a third was alive about four 
years later, but showed a white cell count 
of 41,000 per cubic millimeter of blood 
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and had been treated extensively, on a 
hypothetical diagnosis of Hodgkin’s dis- 
ease, both by irradiation and by sup- 
portive measures. The fourth case was 
followed for a year after splenectomy ; the 
patient was in fairly good general con- 
dition, with a leukocyte count of 134,000 
per cubic millimeter and a considerable 
number of nucleated red blood cells in the 
smear. The fifth patient died five months 
after the onset of his illness, after the 
administration of blood transfusions and 
other supportive therapy, but without op- 
eration or irradiation. 

Levinson and Limarzi® reported the 
case of a patient with myeloid metaplasia 
of the spleen, subjected to splenectomy 
and dying about three weeks thereafter. 
They were impressed, both by their ex- 
perience and by the reports of the authors 
cited, with the unfavorable effect of splen- 
ectomy and roentgen irradiation of the 
spleen in cases of this type. 

In the case here reported we en- 
countered an instance of agnogenic mye- 
loid metaplasia of the spleen without hav- 
ing made the diagnosis preoperatively. 
Splenectomy was performed because of 
the great size of the organ and the failure 
of repeated transfusions to bring the red 
blood cell count out of a very low range. 
When the diagnosis of myeloid metaplasia 
of the spleen was made pathologically, the 
prognosis was regarded as very poor in 
view of the cited instances of death from 
this condition after splenectomy. Our ex- 
perience in this case, however, has been 
unexpectedly favorable, and more than 
five years after splenectomy our patient 
is in good general condition and presents 
a normal hemogram. 


REPORT OF CASE 


M.R., a marine engineer aged 38, was ad- 
mitted to the United States Marine Hospital, 
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Baltimore, on Dec. 30, 1943. His chief com- 
plaint was of weakness and pounding in the 
chest. There had been one episode of uncon- 
sciousness, causing the patient to fall while 
walking. 

History.—This man had been operated on 
at the Baltimore Marine Hospital for abdomi- 
nal pain, hematemesis and melena in Septem- 
ber 1942. He had lost about 30 pounds (13.6 
Kg.). At operation a zone of induration was 
observed in the jejunum, about 18 inches 
(45.72 cm.) below the ligament of Treitz, 
with. omentum wrapped about it. This area 
was resected, and pathologic examination re- 
vealed it to be a zone of nonspecific regional 
enteritis. At this time the spleen was palpably 
enlarged to about three times the normal size. 
After this operation the patient felt well for 
about a year. 


Present Illness.—Several months before ad- 
mission to the hospital for the present illness 
he began to suffer with occasional attacks of 
cramplike pain in the lower part of the ab- 
domen, accompanied by diarrhea. In the past 
month he had had several such attacks, and 
stated that he had observed blood in his stools. 


Physical Examination.—The patient ap- 
peared fairly well nourished but obviously ill, 
with anemic coloration of the skin and mucous 
membranes. He was in a state of severe pros- 
tration. Examination of the systems failed to 
reveal any noteworthy signs, masses or lesions. 


Course in the Hospital_——There was a low- 
grade fever. Abdominal discomfort contin- 
ued, and on several occasions gross blood 
was observed in the stools. The blood count 
was as follows: red blood cells, 1,600,000 per 
cubic millimeter; hemoglobin, 16 per cent; 
white blood cells, 16,800 per cubic millimeter, 
the differential count showing 80 per cent neu- 
trophils. A smear revealed many nucleated red 
blood cells. Anisocytosis, poikilocytosis, achro- 
mia and polychromatophilia were observed. 
The hematocrit reading was 12. The icterus 
index was 6.6; red blood cell fragility, normal; 
the urine contained no abnormal elements; 
the value for serum proteins was 5.8 Gm., 
with globulin 2.5 and albumin 3.3. The 
cephalin flocculation test gave negative re- 
sults. The value for serum phosphorus was 
3.1 mg., that for alkaline phosphatase 9.4 
units and that for acid phosphatase 0.2 units. 
On subsequent examination a large number of 
nucleated red blood cells were observed in all 
blood smears. Several blood transfusions 
were given. The patient’s condition did not 
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improve, and on account of the continued loss 
of blood from the intestinal tract an abdomi- 
nal operation was performed on Jan. 13, 1944. 

When the abdominal cavity was opened 
there were considerable adhesions in the up- 
per portion of the jejunum adjacent to the 
zone of resection, uniting it to the anterior 
abdominal] wall in many places and involving 
also the omentum. About 4 liters of straw- 
colored fluid was present. The liver was 
smooth but pale; the gallbladder was dis- 
tended and thin-walled, and no evidence of 
calculi was apparent. The stomach appeared 
normal throughout the entire zone that could 
be palpated, and there was no evidence of 
ulceration in the region of the pylorus and the 
duodenum. There was no enlargement of any 
mesenteric or retroperitoneal lymph nodes. 
The spleen was obviously greatly enlarged, 
measuring approximately 25 cm. in length 
and having considerable thickness. In order 
to removve the spleen a transverse incision 
was made, and after the release of adhesions 
the spleen was delivered and separated. Blood 
transfusions were administered during the 
operation. 

Pathologic Report.—The spleen weighed 
1,080 Gm. and measured 25 by 12 by 6 cm. The 


capsule was markedly thickened and the pulp 
soft and friable. There were no discrete foci 
on the surface or on section. 

Microscopic Examination.—The malpighian 
corpuscles were distinct and of considerable 
size. The arterioles in their centers were fre- 


quently thick-walled and hyalinized. The 
sinuses were sharply outlined and distended 
with blood. The pulp was abundant and vas- 
cular and contained many foci of myelopoietic 
cells. There were some giant cells with large 
single or multiple nuclei, having the charac- 
teristics of megakaryocytes. There were 
groups of large mononuclear cells with dif- 
fusely scattered chromatin, occasionally with 
nucleoli and showing basophilic cytoplasm. 
These cells had the appearance of myeloblasts. 
There were also obvious myelocytes present, 
some of which were eosinophilic. Occasionally, 
groups of nucleated red blood cells were noted, 
some of them of the prenormoblast type, but 
others apparently less mature. There were 
also many nuclear fragments. 

Pathologic Diagnosis——The diagnosis was 
myeloid metaplasia of the spleen (agnogenic). 

Postoperative Course.—The general condi- 
tion improved rather rapidly. Ten weeks after 
operation the red blood cell count was 4,000,- 
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Fig. 1—Photomicrograph of spleen. The lymphoid tissue is preserved 
(right). In the pulp are (1) a megokaryocyte and (2) groups of myelo- 
cytes and normoblasts. 


000 per cubic millimeter, with 11 Gm. of 
hemoglobin, and the white blood cell count 
was within normal limits. Four weeks later 
the patient was discharged as cured and re- 
turned to his normal occupation. 


REPORT OF FOLLOW-UP 


M.R. was admitted to the Marine Hospital, 
Staten Island, on Feb. 1, 1949, five years after 
splenectomy. His chief complaint was of a 
burning sensation in the lower part of the 
left leg. He stated that in 1945, after trauma, 
a blood clot had formed in the skin along the 
lower medial aspect of the left leg. Since then 
he had had intermittent ulcerations of the 
lower part of the leg, just above the medial 
malleolus. 

The patient was now 44 years of age. Ex- 
amination revealed his blood pressure in mil- 
limeters of mercury to be 135 systolic and 90 
diastolic. Other examinations gave essentially 
negative results except for the abdominal scar 
and varicose veins of the lower part of the 
left leg. The patient was obese. He had a 
varicose ulcer of the lower third of the left 
leg, medial aspect, 2 cm. in diameter. No 
lymph nodes were palpable. 

The patient was operated on for varicosi- 
ties of the lower part of the left leg by high 
ligation of the saphenous vein. 


Laboratory examinations of the _ blood 
showed: platelet count, 140,000; bleeding and 
coagulation time, normal; red cell count, 
4,500,000, with 14 Gm. hemoglobin; hemato- 
crit reading, 44; Mazzini and Kahn reactions, 
negative; prothrombin time, 40 per cent of 
normal; sedimentation rate, 5 mm.; white cell 
count, 10,000; differential count, normal; 
urine, normal. 

Roentgen examination of the pelvis and 
the upper thirds of both femurs on February 
14 revealed entirely normal conditions. The 
joint spaces were normal. No evidence of 
pathologic change was seen. Roentgen and 
fluoroscopic study of the chest and heart on 
February 4 showed an unusual configuration 
and considerable prominence of the right 
border. The pulmonary arteries seemed 
slightly enlarged and had very wide pulsa- 
tions. However, there seemed to be no promi- 
nence past the trunks. The transverse car- 
diac measurement was 155 mm. and the 
predicted measurement about the same. The 
impression was that comparative pulmonary 
hypertension was present, associated with 
some enlargement of the right ventricle and/or 
the right auricle. The contours of the lower 
half of the barium-filled esophagus were un- 
usually irregular and suggested the presence 
of varicosities. Examination of the esophagus 
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should be repeated, with concentration on this 
possibility. 

Biopsy of the sternal bone marrow showed 
abundant cellular elements of normal cell 
types. The myeloid-erythroid ratio was 3:1. 
Megakaryocytes were present. 


COMMENT 


Myelopoiesis occurs in many circum- 
stances in areas outside the bone marrow. 
It has been noted in association with some 
infectious states, such as scarlet fever 
and generalized sepsis; with carcinoma- 
tosis heavily involving the bones, and with 
conditions associated with osteosclerosis 
in which the bone marrow is replaced. In 
the presence of myelogenous leukemia the 
extramedullary myelopoiesis reaches its 
greatest height and involves the liver, 
spleen, lymph nodes and many other or- 
gans. In this disease, however, the con- 
dition is that of infiltration by abnormal 
and immature leukocytes of a single type, 
or originating from a single branch of 
the blood-forming cells. By the use of the 
term “agnogenic myeloid metaplasia of 
the spleen” a concept has been created 
that splenomegaly of this variety is of 
a single type, and a common prognosis 
may be given. On the contrary, in our 
view, a study of the case reports grouped 
under this title shows a great variety of 
clinical backgrounds and types of dis- 
turbance of the peripheral blood. We be- 
lieve that the only element in which these 
cases may be said to coincide is the histo- 
logic and pathologic character of the 
spleen itslf, consisting of splenomegaly, 
preservation of architecture, including 
malphigian corpuscles, and focal infiltra- 
tions by nests of myelopoietic elements, 
including those of the red cell series. 


SUMMARY 


A follow-up is reported of a case of 
agnogenic myeloid metaplasia of the 
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spleen fiye years after splenectomy. The 
bone marrow and the peripheral hema- 
tologic picture were normal at this time. 


ZUSAM MENFASSUNG 


Es wird ueber die Nachuntersuchung 
eines Falles von agnogenischer myeloider 
Metaplasie der Milz berichtet. Fuenf 
Jahre nach Resektion der Milz fand sich 
ein normales Knochenmark und ein 
normales peripheres Blutbild. 


RESUMEN 


Se comunica un caso de esplenectomia 
por metaplasia mieloide agnogénica, con 
médula dé6sea y cuadros hematolégicos 
periféricos normales a los 5 afios. 


RESUME 


On rapporte ici l’évolution d’un cas de 
métaplasie myéloide agnogénique de la 
rate cing aprés une splénectomie, présen- 
tant une moelle osseuse normale et des 
images hématologiques périphériques. 


RIASSUNTO 


Riporta un caso esequito 5 anni post 
splenectomia di metaplasia mieloide agno- 
genico della milza, con quadri normali di 
midollo osseo ed ematologia periferica a 
quest’ora. 
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Diverticula of the Small Intestine 


Report of a Case of Jejunal Diverticulum 


LOUIS P. RIVER, M.D., F.A.CS., F.1.C.S., anv JOSEPH SILVERSTEIN, M.D., F.I.C.S. 
OAK PARK, ILLINOIS 


small intestine are relatively rare. 
They represent the most infrequent 
types of diverticula of the gastrointestinal 
tract. According to Ritvo and Votta,! the 
over-all incidence of small bowel diver- 
ticula is 0.5 per cent, while similar lesions 
in the colon have an incidence of 3 to 10 
per cent. Nonmeckelian diverticula occur 
more frequently in the jejunum than in 
the ileum. Benson, Dixon and Waugh? re- 
ported 122 cases of nonmeckelian diver- 
ticula of the small intestine, 100 in the 
jejunum, 17 in the ileum and 5 in both. 
The diverticula are frequently classified 
as congenital or acquired. Bunch* claimed 
that congenital diverticula of all types 
occur in one of every 200 persons, that 
they are usually single and occur on the 
antimesenteric border of the bowel, de- 


NJ ‘snail intestine diverticula of the 


riving from residue of the vitelline duct.. 


Acquired diverticula, on the other hand, 
are rare, appear anywhere on the bowel 
and tend to occur in persons of middle 
age or older. Congenital diverticula have 
all the constituents of the bowel wall, 
whereas the acquired type consists of the 
mucosa and serosa, so that it really repre- 
sents a herniation of the mucosa proper 
through its investing muscularis layer. 
The majority of nonmeckelian diverti- 
cula of the small intestine are located on 
the mesenteric border of the bowel. It is 
believed that a weak place in the intes- 
tinal wall about the entrance of blood 
vessels, plus intraintestinal tension, is a 
predisposing factor in the development of 
diverticula. The mucosa is pushed out 
through these areas of lessened resistance. 
Consequently, defective muscular develop- 
ment may be a definite etiologic factor. 
From the Department of Surgery, Stritch Medical 
School of Loyola University, and the Cook County 
Bebialttea for publication May 12, 1950. 


Mahorner and Kisner* reported 2 cases of 
multiple jejunal diverticula occurring on 
the mesenteric side, outpouchings between 
the serosal layers of the mesentery. The 
diverticula, in relation to the line of at- 
tachment of the mesentery, were alter- 
nately a little to one side and then the 
other. The authors stated that the blood 
vessels alternate irregularly, first on one 
side of the central line of attachment and 
then on the other. 

The diverticula may be solitary or mul- 
tiple.© Not infrequently they are asso- 
ciated with diverticula of the colon, du- 
odenum, esophagus or bladder.® Other 
congenital anomalies, such as Meckel’s 
diverticulum, malrotation of the intes- 
tines, exstrophy of the bladder and he- 
mangioma of the liver, may be associated 
with them. They may be found in all age 
groups. 

Symptomatically they may cause vague 
gastrointestinal complaints of the type 
frequently referred to as flatulence. Epi- 
gastric pain and discomfort accompanied 
by a sensation of “gas on the stomach” 
after meals have been described. The pain 
at intervals has been severe and associated 
with nausea and vomiting. There may be 
no symptoms at all; in such cases the diag- 
nosis is incidental, the diverticula being 
discovered on routine gastrointestinal 
roentgen examination, during celiotomy 
for other conditions or during necropsy 
after death from other causes. The more 
serious symptoms result from complica- 
tions. 

The most common complication of non- 
meckelian diverticula is intestinal obstruc- 
tion.? Obstruction has resulted after ente- 
rolith formation® within a diverticulum; 
diverticulitis®* has been frequently re- 
ported.® Intestinal hemorrhage’ has been 
noted, as well as rupture of a diverticu- 
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lum,'' either traumatic or spontaneous. 
Perforation following inflammatory 
change has been reported often.'* Benson, 
Dixon and Waugh? listed foreign bodies, 
neoplastic disease and heterotopic tissue 
formation as further complications. Ed- 
wards! reported a case of malignant 
tumor formation in the neck of a diver- 
ticulum. 

The majority of diverticula are symp- 
tomless and hence are not discovered ex- 
cept incidentally. Ritvo and Votta,! how- 
ever, in a period of two and a half years, 
observed 25 cases during 4,786 routine 
gastrointestinal roentgen studies. Since 
Rosedale't observed 3 cases of jejunal 
diverticula in 5,000 autopsies, and Ed- 
wards" reported similar cases in 2,820 
autopsies, one is impelled to inquire: are 
these lesions diagnosed or discovered fre- 
quently enough? The incidence reported 
by Ritvo and Votta' causes one to ques- 
tion the completeness of the ordinary 
gastrointestinal barium study. The infre- 
quency of these observations at necropsy 
may mean that the great majority of the 
lesions are not discovered because the 
small bowel is not distended with air. It 
is reasonable to assume that these lesions, 
which, more frequently than not, lurk be- 
tween the leaves of the mesentery, are 
easily overlooked. They may better be 
located after distending the bowel with 
air, as has been recommended by Ma- 
horner and Kisner in searching for du- 
odenal diverticula during operation. 

Intussusception of the small intestine is 
not rare. Kahle’ discussed 151 cases of 
intussusception, including the probable 
causes in each. Though a Meckel’s diver- 
ticulum was presumably the causative fac- 
tor in 6 cases, no mention was made of a 
nonmeckelian diverticulum. re- 
ported the roentgenographic diagnosis of 
chronic intussusception of the small in- 
testine, in 1 instance due to an invaginated 
Meckel’s diverticulum. Harkins!’ reported 
2 cases and reviewed 160 cases collected 
from the literature of intussusception due 
to invaginated Meckel’s diverticulum. 
Froelich and Coe'* reviewed the literature 
from 1852 to 1936, and found to that time 
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a total of 3,284 cases of intussusception, 
in 462 of which the condition was of the 
enteric type. Of these only 29 were je- 
junal, an incidence of 0.9 per cent. The 
authors discussed the 29 cases, including 
the etiology. Eleven were due to a polyp, 
1 to a lymphosarcoma, 1 each to a sar- 
coma, a lipoma, a subperitoneal lipoma, a 
myoma, a papillary adenoma, a fibro- 
adenoma, a fibroma, enlarged mesenteric 
glands, a leiomyoma, an adenocarcinoma, 
an infiltrating papilloma and a_ small 
tumor of the jejunum. Five were of un- 
determined origin. The case here reported 
is the first to our knowledge of intussus- 
ception of the jejunum due to a nonmecke- 
lian diverticulum. 


REPORT OF CASE 


A 32-year-old Negro housewife was ad- 
mitted to a medical service of the Cook 
County Hospital on Oct. 4, 1946, with an ad- 
mitting room diagnosis of pyloric obstruc- 
tion. She complained of paroxysmal epigastric 
pain, which radiated to the lower part of the 
abdomen and the interscapular region. It was 
associated with vomiting, the vomitus being 
green and bitter. The symptoms were of five 
days’ duration, but several similar episodes 
had occurred in the year prior to admission. 
There had been no bowel movement for two 
days. 

Physical examination revealed the patient 
to be well developed and well nourished. She 
did not appear acutely ill. The temperature 
was 98.2 F., the pulse rate 72 and the res- 
piratory rate 20. The tongue was moist but 
coated; the lips were dry and cracked. The 
blood pressure was 122 systolic and 74 di- 
astolic. The abdomen was slightly distended 
in its upper half. Tenderness was present 
under the right costal margin, and a plum- 
sized, mobile cystic mass was palpable in the 
upper part of the abdomen. The liver, kid- 
neys and spleen were not palpated. Other con- 
ditions were within normal limits. A diag- 
nosis of chronic cholecystitis with partial 
small bowel obstruction was made. The pa- 
tient was treated by Wangensteen suction and 
intravenous fluids. She was much improved 
by the following day. A laboratory work-up 
revealed the urine to be dark but otherwise 
normal. The value for blood hemoglobin was 
73 per cent, the red blood cell count 4,600,000 
per cubic millimeter. The white blood cell 
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count was 7,100; the differential count re- 
vealed polymorphonuclear leukocytes, 51 per 
cent; eosinophils, 6 per cent, basophils, 2 per 
cent; lymphocytes, 36 per cent, and mono- 
cytes, 5 per cent. The value for blood non- 
protein nitrogen was 38 mg. per 100 cc., 
and the blood Wassermann reaction was nega- 
tive. Roentgenographic study revealed re- 
tained fluid, but no intrinsic lesion was de- 
monstrable in the stomach, although the prepy- 
loric region appeared narrowed. A _ twenty- 
four hour film revealed barium still present 
in the stomach, but some had passed into the 
ileum. In this film a soft tissue shadow was 
present that seemed to push part of the small 
bowel to the right. The diagnosis was partial 
pyloric obstruction and soft tissue mass of 
undetermined nature in the right upper quad- 
rant. The Graham-Cole study revealed a non- 
visualizing gallbladder. 

The patient had intermittent periods of 
vomiting, and on October 11 she was trans- 
ferred to the surgical service. At operation, 
on October 12, the following were found: 
(a) chronic cholecystitis—the gallbladder had 
a long mesentery, was very mobile and 
was the mass palpated abdominally; (6) in- 
tussusception, easily reducible, of the upper 
jejunum, caused by (c) a jejunal diverticulum 
inverted into the lumen of a right-sided, mal- 
rotated jejunum continuous with a totally 
right-sided duodenum; (d) malrotation of the 
colon, with left-sided residence of the colon, 
including the cecum and appendix; (e) cystic 
dilation of the common bile duct, and (f) 
absence of the gastrocolic omentum. 

The diverticulum was located about 15 cm. 
distal to the ligament of Treitz. The intussus- 
ception involved about 30 inches (76.2 cm.) 
of jejunum. The diverticulum was 5.5 cm. 
long, 5 cm. in circumference and about 4 cm. 
in circumference at its base. The jejunum 
was dilated to about three times normal size. 

The diverticulum was resected, and the 
jejunum was closed with interrupted silk in 
two layers. The gallbladder and the appendix 
were removed. 

Microscopic study of the diverticulum re- 
vealed it to be composed of jejunal mucosa 
and serosa. No muscular layer was noted. The 
gallbladder revealed chronic cholecystitis. 


The patient made an uneventful recovery 
and was discharged fifteen days after ex- 
ploration, relieved of her complaints. 
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COMMENT 


The diagnosis of nonmeckelian diverti- 
culum is difficult at best. The complica- 
tions of this lesion no doubt cause symp- 
toms that supplant or veil the original 
complaints. Perhaps many vague ab- 
dominal complaints are due to diverticula 
unsuspected and undiagnosed because of 
less than minute roentgenographic obser- 
vation. Apparently the most constant fac- 
tors associated with this type of lesion 
are other anomalies—other diverticula of 
the gastrointestinal tract, malrotation of 
the intestine and diverticula. The pres- 
ence of such anomalies might suggest non- 
meckelian diverticula of the small intes- 
tine. In the case here reported the 
diverticulum was associated with many 
congenital anomalies, which might have 
suggested the true diagnosis. It was with- 
out a muscular layer and hence was of the 
acquired type. 


SUMMARY 


1. A case of acquired diverticulum of 
the jejunum is reported. The diverticulum 
was inverted into the lumen of the je- 
junum, causing an unusual complication, 
chronic intussusception. 

2. There were associated anomalies: a 
gallbladder on a mesentery; malrotation 
of both the small and the large bowel; con- 
genital cystic dilatation of the common 
bile duct, and absence of the gastrocolic 
omentum. 

3. The intussusception was _ reduced, 
the diverticulum was resected and the je- 
junum was repaired. 

4. The gallbladder and appendix were 
removed. The patient made an unevent- 
ful recovery. 

5. This is believed to be the first re- 
ported case of a jejunal nonmeckelian di- 
verticulum with a complicating inversion 
and intussusception. 


RESUMEN 


1. Se comunica un caso de diverticulo 
yeyunal adquirido. La inversién diverticu- 
lar en la luz yeyunal produjo intusus- 
cepcién cronica, complicacion inusitada. 
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2. Hubieron anomalias asociadas: cole- 
cisto con meso, malrotacién del intestino 
delgado y del intestino grueso, dilatacion 
quistica congénita del colédoco y ausencia 
del epiploon gastrocélico. 

3. La intususcepcién fué reducida, el 
diverticulo extirpado y el yeyuno reparado. 

4. El colecisto y el apéndice fueron 
extirpados. Recuperacién sin incidentes 
del paciente. 

5. Se cree que sea el primer caso dado 
a conocer de diverticulo no meckeliano 
yeyunal complicado con inversién e in- 
tususcepcion. 


RESUME 


1. On rapporte un cas de diverticule 
aigu du jéjunum.—Le diverticule étant 
inversé dans la lumiére du jéjunum, 
causant par la une complication inusitée, 
de l’invagination chronique. 

2. Il y avait aussi d’autres anomalies 
associées: la vésicule biliaire étant accolée 
au mésentére; le petit et le gros intestin 
en mal rotation; dilatation congénitale 
kystique du canal biliaire; absence de 
lépiploon gastrocolique. 

3. L’invagination fut réduite, le diver- 
ticule réséqué et le jéjunum séparé. 

4. La vésicule bilaire, l’appendice fur- 
ent enlevés. L’évolution post-opératoire du 
patient fut normale. 

5. L’auteur est d’avis que c’est le 
premier cas de ce genre rapporté ot un 
diverticule du jéjunum, non de Maeckel, 
présentait une inversion ou une invagi- 
nation. 


ZUSAM MENFASSUNG 


1. Es wird ein Fall eines erworbenen 
Divertikels des Jejunums mitgeteilt. Das 
Divertikel hatte sich in die Darmhoehle 
des Jejunums eingestuelpt und verur- 
sachte die ungewoehnliche Komplikation 
einer chronischen Teleskopierung. 

2. Es fanden sich andere Anomalien, 
naemlich eine mit einem Mesenterium 
versehene Gallenblase, eine unvollkom- 
mene Drehung des Dick-und des Duenn- 
darms, eine angeborene zystische Erweit- 
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erung des Ductus choledochus und das 
Fehlen des gastrokolischen Omentum. 

38. Die Teleskopierung des Darmes 
wurde reduziert, das Divertikel entfernt 
und der Duenndarm geschlossen. 

4. Gallenblase und Blinddarm wurden 
entfernt. Der Kranke erholte sich ohne 
Zwischenfaelle. 

5. Es wird angenommen, dass hier der 
erste Bericht ueber ein je jungales Diver- 
tikel vorliegt, das kein Meckelsches Diver- 
tikel ist, und das zu den Komplikationen 
einer Einstuelpung und Teleskopierung 
gefuehrt hat. 


RIASSUNTO 


1. Riporta un caso di diverticolo del 
digiuno acquistato. I] diverticolo inverso 
dentro l’ansa del tenne, causando una 
complicazione straordinaria, intuscepzione 
cronica. 

2. Vi erano anomalie associate; una 
cistifellea sul mesentere; malrotazione en- 
trambi tenue e grosso intestino; dilita- 
zione cistico congenito del coledoco ed 
assenza del omento gastrocolico. 

3. L’intuscepzione svaginata, il diver- 
ticolo estirpato, ed il digiuno riparato. 

4. La cistifellea ed l’appendice furono 
rimossi. I] paziente fece un ricovero poco 
fecondo d’avvenimenti. 

5. Si crede di essere il primo caso 
riportato di diverticolo dell digiuno non- 
mecklian con interzione ed intuscepzione 
complicandolo. 
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Factors Related to Avoiding Colostomy 
for Lesions of the Rectosigmoid 


R. RUSSELL BEST, M.D., F.A.CS. 
OMAHA, NEBRASKA 


the rectosigmoid immediately intro- 
duces the subject of whether bowel 
continuity can be reestablished after ex- 
tirpation of the lesion. If the lesion is 
benign and it is technically feasible the 
decision is easily made, but with malig- 
nant lesions a controversy exists. There 
is also some controversy about the location 
of the rectosigmoid, or, in other words, 
about where the sigmoid ends and the 
rectum begins. As related to the distance 
from the external anal margin, it is prac- 
tical to assume that this distance varies 
between 10 and 15 cm. From the point 
of view of applied anatomy the rectosig- 
moid should be considered to be at the 
level where the sigmoid mesentery disap- 
pears, this usually being where the peri- 
toneum is reflected from the bowel sur- 
face anteriorly to form the peritoneal floor 
of the pelvis. It is my interpretation that 
most surgeons consider the lesion to be 
rectosigmoidal if it is palpable and visible 
at the peritoneal reflection on the floor 
of the pelvis, and I believe that this should 
be accepted for the purpose of records. 
The benignity or malignancy of these 
lesions can usually be determined before 
operation or at the operating table. Be- 
nign lesions of the rectosigmoid are en- 
countered infrequently, and with modern 
surgical technic, the use of antibiotics and 
blood, and the proper preoperative and 
postoperative treatment it should be most 
unusual for any patient with a benign 
lesion to be subjected to a permanent 
colostomy. A localized stricture not as- 
sociated with diffuse ulcerative colitis may 
be resected and bowel continuity reestab- 
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lished. Lipoma, fibroma or myoma, if an 
integral part of the bowel wall, will prob- 
ably require segmental excision unless the 
lesion can be enucleated. If such a tumor 
has a pedicle, it can sometimes be re- 
moved through the proctoscope or by sig- 
moidotomy. If microscopic study reveals 
low grade malignant changes in a polyp 
with no invasion into the pedicle, the 
pedicle stump should be thoroughly ful- 
gurated and the area observed every three 
months for two years. When the adenoma 
or papilloma has a broad base attachment 
—the so-called sessile type—even though 
biopsy reveals no malignant changes, I 
advise rectosigmoidectomy with anasto- 
mosis, for malignant changes are fre- 
quently present in the base of such a 
tumor. 

Surgeons have witnessed a changing 
concept in the management of malignant 
lesions of the rectosigmoid during the last 
ten years, and particularly during the last 
five. Since acceptance of the Miles doc- 
trine in 1908 it has been almost univer- 
sally agreed that abdominoperineal re- 
section with a permanent colostomy was 
the only operation to be considered for 
adenocarcinoma of the rectosigmoid. There 
have been a few individual exceptions, in 
which surgeons rather toyed with sphinc- 
ter-preserving operations in selected cases. 
These were usually multiple stage pro- 
cedures, some surgeons removing less 
bowel and accomplishing an anastomosis, 
a few! experimenting with anastomosing 
the ileum to the lower rectum and anus, 
while others, notably Babcock? and Bacon,* 
rejuvenated the pull-through operation of 
Hochenegg but with modifications and im- 
provements in technic. More frequently 
than not, surgeons experimenting with 
sphincter-preserving procedures hesitated 
to report or publish their material be- 
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cause of the wide divergence from the 
enthusiastically supported abdominoperi- 
neal operation with sacrifice of the sphinc- 
ter mechanism. In other words, the sur- 
geon who attempted to deviate from the 
abdominoperineal resection faced a psy- 
chological barrier. This factor is impor- 
tant, because, after one has developed a 
technic for an operation whereby it is no 
longer a difficult procedure for him in 
most instances, he is reluctant to change. 
This is true particularly if a new technic 
has not been proved to give better results 
and if it is technically more difficult and 
involves more potential complications. 
However, the individual comforts and 
rights of the patient must not be for- 
gotten. Probably he should have some 
voice in the matter. 

The lymphatic pattern of this region 
must be given serious consideration. Pos- 
sibly recent restudy of the anatomy of 
the lymphatics and evaluation of the 
pathologic reports on lymph gland involve- 
ment in malignant lesions of the recto- 
sigmoid will lend support to preserving 
the sphincter mechanism more frequently 
than has been done in the past. 

In 1922, McVay‘ reported his study of 
lymph node involvement in 100 cases of 
carcinoma of the rectum and stated that 
in only 1 case had malignant cells been 
observed in a lymph gland 1 cm. or more 
below the lower margin of the lesion. 
Since then, reports have gradually ac- 
cumulated which further substantiate the 
infrequency of downward spread of rectal 
and rectosigmoidal carcinomas. In 1948,° 
I tabulated 607 carefully studied cases of 
lymph gland involvement reported by 
other authors; in only 5 of these had in- 
volvement of lymph glands occurred more 
than 2 cm. below the lower margin of the 
lesion, an incidence of 0.82 per cent. This 
figure includes the studies of McVay‘ in 
1922; Gabriel, Dukes and Bussey® in 1935; 
Gilchrist and David? in 1938; Coller, Kay 
and MacIntyre? in 1940; Grinnell® in 1942 
and 1950 and Glover and Waugh” in 1944. 
Since the reports of Clogg'! in 1904, Cole” 
in 1913, Cheatle!* in 1914, and others as 
well as the aforementioned. It has been 
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appreciated that intramural extension in 
the longitudinal axis of the rectum and 
colon is rarely more than 2 cm. from the 
palpable and visible margin of the tumor. 
Some consideration must be given these 
reports when one is selecting the oper- 
ative procedure for malignant rectosig- 
moid lesions. With the aforementioned 
data, it does not seem logical that 5 inches 
(13 cm.) of rectum below the apparent 
margin of safety should be sacrificed and 
the sphincter mechanism extirpated when 
the malignant lesion is located at the 
rectosigmoid level. This concept is grad- 
ually becoming more widely accepted. It 
would seem a better procedure to excise 
tissue lateral to the tumor rather than 
below it at this level. 

During the last several years we have 
been studying the lymphatic pattern of 
the rectum and rectosigmoid regions by 
undertaking a critical review of the litera- 
ture and by India ink injections in animals 
and human fetuses. This work has been 
reported in detail elsewhere.'* It not only 
substantiated some work previously done 
but clarified the pattern for the lymphatics 
of this region. This investigation empha- 
sized the lateral spread of lymphatic chan- 
nels along the upper and lower surfaces 
of the levator ani muscles and their ex- 
tension to lymphatic structures in the lat- 
eral pelvic walls in the region of the hypo- 
gastric vessels. The direction of spread 
could always be interpreted as upward 
and lateral. In the region of the recto- 
sigmoid, one could only conclude that lym- 
phatic flow was first toward the interme- 
diate and central nodes along the superior 
hemorrhoidal vessels and less extensively 
along the marginal vessels until a block 
occurred in the intermediate and central 
group of lymphatics. 

This brings us to some technical factors 
in operations for malignant lesions at the 
rectosigmoid level. At present I do not 
favor any type of pull-through operation 
for lesions in this area, but prefer some 
type of anastomotic procedure. Generally 
speaking, a closed type of anastomosis 
would be preferable to keep the incidence 
of infection at a minimum, although that 
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is not so much a factor in these days of 
antibiotics. Also, the factor of recurrent 
carcinoma must be considered, based on 
the probability that cancer cells will be 
released into the lumen of the bowel and 
escape from it with the open type of 
anastomosis. It is true that in doing a 
closed type of anastomosis one tends to 
be too conservative in applying the anasto- 
mosis clamps in the hollow of the sacrum. 
I believe it better to err on the side of 
doing an open anastomosis, with its re- 
sultant minimal leakage, than to be too 
conservative in the use of clamps and the 
excision of potential cancer tissue in the 
closed type of anastomosis. 

It has been my experience that proper 
control of the lower rectal segment at the 
time of transection is most important if 
one wishes to be sure of the level of tran- 
section below the tumor margin and to 
keep rectal leakage at a minimum. Special 
right angle clamps'** have been devised 
for this purpose. As has been stated, with 
any type of open anastomosis some con- 
tamination takes place, but in my opinion 
this danger of infection is definitely 
lessened by preoperative preparation of 
the patient with those antibiotics which 
reduce the intestinal flora. To date, even 
with the introduction of new antibiotics, 
I have always returned to sulfasuxidine 
or sulphathaladine. Occasionally strepto- 
mycin is used for a day or two prior to 
operation. When there is potential or 
threatening obstruction by the rectosig- 
moidal lesion I prefer to use sulfasuxi- 
dine, because it tends to cause a looser 
stool. The usual routine of low residue 
diet, saline catharsis every other day and 
daily warm saline enemas is followed. On 
the night prior to operation, nasogastric 
suction is instituted for further decom- 
pression of the gastrointestinal tract. The 
patient’s condition has been evaluated 
with the completion of the physical ex- 
amination and the laboratory studies. 

The type of incision has varied in my 
patients. I use either a left paramedian 
or a low transverse crescent incision. The 
latter heals more kindly, but one is at 
some disadvantage in mobilizing the left 
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colon and the splenic flexure unless the 
incision is made to flare upward on the 
left side. Also, the incision is not ex- 
tended too far to the left and upward until 
it has been ascertained that the lesion is 
resectable and a sigmoid colostomy will 
not be necessary. If a colostomy is in- 
dicated, it is made through a small left 
paramedian incision near the level of the 
umbilicus, or a colostomy of the transverse 
colon is accomplished through a small 
upper abdominal incision. 

It is my custom first to incise the lateral 
peritoneal reflection of the sigmoid and 
left colon and then to expose the left 
ureter. This permits one to lift the sig- 
moid upward and view the vessels of the 
mesosigmoid. The superior hemorrhoidal 
artery is ligated at the level of the prom- 
ontory of the sacrum or just above it; 
usually this ligation is made just below 
the level of the first sigmoid vessel or left 
colic vessels. Consideration must be given 
to proper vascularization at the anasto- 
mosis level, but at the same time adequate 
excision of the gland-bearing area must 
be done. One must visualize the length 
of bowel necessary to reach the rectal 
stump. Release of the splenic flexure is 
necessary at times. I then proceed to 
divide the peritoneal reflections as in an 
abdominoperineal resection. The tissues 
in the concavity of the sacrum are sepa- 
rated to the tip of the coccyx. For malig- 
nant lesions at the rectosigmoidal level, 
I free all structures laterally and an- 
teriorly to a level at least 3 cm. and pref- 
erably 5 cm. below the palpable margin 
of the tumor. The special clamps are ap- 
plied, and a small opening is made in the 
free area of the rectum between the two 
lower clamps. A suction tube is placed 
in this opening to remove all rectal con- 
tents. Transection of the rectum is then 
completed. I remove the crushing clamp 
below the lesion immediately to observe 
the lower margin of the lesion and make 
sure that no malignant tissue has been 
transected. The sigmoid is then transected 
near the level of the ligated vessels. The 
two clamps which have steadied the lower 
rectosigmoid are then replaced with cat- 
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gut guide sutures to suspend the open 
rectal stump in the pelvis. The anastomo- 
sis is begun by placing seven to ten catgut 
guy sutures through the posterior aspect 
of both bowel ends in such a way that the 
knots will be on the mucosal surface.'* 
After the sutures have been placed, the 
upper segment slides down on these su- 
tures to meet the lower segment, and the 
sutures are tied. One similar suture is 
then placed anteriorly. The anastomosis 
is completed by placing a single row of 
interrupted figure-of-eight silk sutures an- 
teriorly and laterally; if possible, several 
sutures are placed posteriorly. A rubber 
drain is placed deep in the concavity of 
the sacrum, to be delivered later through 
a small incision alongside the coccyx. The 
peritoneal floor is reestablished. A cecos- 
tomy or appendicostomy is accomplished 
by bringing a large mushroom catheter 
(No. 32 or 34) out through a stab incision. 
After the abdomen is closed, a small in- 
cision is made alongside the coccyx and 
the drain is delivered. 

The posterior drain is removed on the 
second postoperative day. The cecostomy 
tube is not removed until about the tenth 
day, or until one is certain that the 
anastomosis is satisfactory. The patient 
is given penicillin and streptomycin post- 
operatively. 

Some surgeons question the need for 
decompression by either cecostomy or 
colostomy, while others believe that com- 
plete diversion of the fecal stream by a 
colostomy is necessary. I am convinced 
that some type of decompression is es- 
sential and that a cecostomy is a happy 
medium. I keep the cecostomy tube con- 
nected to a suction apparatus when the 
patient is in bed, and recommend that it 
be irrigated several times daily with an 
ounce of warm water to dislodge any feces 
or the mucosa from the end of the tube. 
This is much more comfortable for the 
patient than a nasogastric or nasointes- 
tinal suction tube. 

The necessity of establishing posterior 
drainage has also been questioned. Some 
leakage occurs in enough cases to con- 
vince me that a drain is indicated, and 
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dependent drainage is the better choice. 
I have noted a certain amount of fecal 
or probably fecal drainage in about 20 per 
cent of cases, but I have had to resort to 
temporary colostomy on only two occa- 
sions in a series of 46 rectosigmoidec- 
tomies. Also, in this series I have re- 
operated upon 6 patients for recurrent 
carcinoma, and in 3 instances was able 
to carry out an abdominoperineal resec- 
tion. In the other 3 cases, either the 
lesions were inoperable locally or meta- 
stasis was so extreme that a colostomy 
was done. 

At present I am reviewing and analyz- 
ing my cases of rectal and rectosigmoidal 
cancer, but I do not have sufficient data 
to arrive at any conclusion about three- 
year and five-year recurrence rates. In 
general, it does not appear that the cura- 
bility percentage will show much change 
from that obtained with abdominoperineal 
resection. 


SUMMARY 


The author discusses possibilities in the 
avoidance of colostomy for lesions of the 
rectosigmoid. His own operative technic 
is described in detail. 


RESUMEN 


El autor discute las posibilidades para 
evitar la colostomia en lesiones del recto- 
sigmoide. Describe en detalle su técnica 
operatoria. 


RIASSUNTO 


L’A. discute le possibilita’ di evitare 
colostomia per lesoni dell’ S iliaca. De- 
scrive in particolarita’ il suo tecnico op- 
erativo. 


RESUME 


L’auteur discute des possibilités d’éviter 
la colostomie pour les lésions du recto- 
sigmoide. I] décrit en détail sa technique 
personnelle. 


ZUSAM MENFASSUNG 


Der Verfasser eroertert die Moeglich- 
keiten, bei Erkrankungen des Rektosig- 
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moids die Anlage eines Anus praeter- 
naturalis zu vermeiden und_beschribt 
ausfuehrlich seine eigene Operationstech- 
nik. 
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Some Observations on Convergence 
J. ALEXANDER VAN HEUVEN, M.D. 


NEW HAVEN, CONNECTICUT 


produced by the action of one 

muscle alone. Any movement of a 
single eye is the product of a complicated 
mechanism involving all six external 
muscles of that eye. This mechanism 
shows an intricate play of contraction of 
muscles and relaxation of antagonists 
(Sherrington'). The two eyes are always 
moved simultaneously, since the innerva- 
tion involved really deals with the ex- 
ternal muscles of both eyes at the same 
time, making it even more intricate (Her- 
ing?). 

In discussing ocular movements one 
uses the terms ductions, versions and ver- 
gences. This nomenclature would simplify 
matters if different authors would use 
these terms in the same sense. Ductions 
are movements of one eye alone during 
occlusion of the fellow eye. Versions are 
movements of the eyes in the same direc- 
tion. Vergences are movements of the 
eyes in opposite directions. These dis- 
jugate movements “are required to main- 
tain fixation at different distances of the 
fixation point from the eyes: they thus 
take the fixation reflex out of the two- 
into three-dimensional space’’ (Duke- 
Elder*). 

This paper deals with convergence only. 
In convergence of the eyes two cortical 
centers are involved, one in the frontal 
and one in the occipital lobe. The first 
controls voluntary convergence; the lat- 
ter, convergence as a reflex movement. 
Convergence may be reflex or voluntary. 
Every normal person shows reflex con- 
vergence; many are able to converge vol- 
untarily. By intensive training unusual 
conditions can be achieved. An unusual 
example of this statement was shown by 
an ex-soldier of World War I, who, start- 
ing as a malingerer, had developed in the 
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course of six years a number of volun- 
tary controls over muscles which normally 
are entirely under involuntary control. 
He made a living by showing these to 
medical societies. I had the opportunity 
of examining him and found that, among 
other tricks, he showed complete volun- 
tary control over his pupils. He did this 
by a psychosomatic reflex and explained 
that in widening his pupils he thought 
of something gruesome and in narrow- 
ing them visualized looking into a bright 
light. Cases of voluntary nystagmus have 
also been described. 

Convergence as a reflex, or involun- 
tary convergence, is a response to funda- 
mentally different kinds of stimuli, three 
of which can easily be recognized: 

First, a certain amount of tonus of the 
eye muscles is required to keep the eyes 
parallel in the primary position. 

Second, convergence is intimately re- 
lated to accommodation. 

Third, the desire for fusion plays an 
important role in stimulating conver- 
gence. The psychological factor of atten- 
tion in fusion is important (van Heuven’). 

In more than one respect, convergence 
stands alone among the various ocular 
movements. Besides being the only one 
which can be controlled voluntarily, it 
represents phylogenetically the youngest 
faculty of the eye movements. As such it 
is unstable, plastic and modifiable. It is 
also unique in its relations to accommo- 
dation. 

It is hard to define a normal con- 
vergence power. It varies in different 
persons and in the same person at dif- 
ferent times. Different methods of testing 
again result in different values. After 
thorough search of the literature Scobee® 
concluded that at 20 feet one might con- 
sider a “normal’ overcoming a prism of 
20 prism diopters base out as a limit be- 
fore breaking fusion. After fusion is 
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broken and the strength of the prism is 
gradually decreased, refusion should “nor- 
mally” be reestablished at 10 prism 
diopters. At a distance of 13 inches nor- 
mal fusion will break at a prism of 30, 
and fusion will be reestablished with a 
prism of 20 prism diopters. Scobee 
stresses the fact that prism tests are tests 
of fusion, not of muscle power. This helps 
to explain the difference noted with dif- 
ferent tests and under different circum- 
stances. 

Convergence insufficiency and conver- 
gence excess are of clinical importance. 

Convergence Insufficiency.—The clini- 
cal importance of convergence insuffici- 
ency has long been recognized by various 
authors since the time of von Graefe’; it 
failed, however, to become commonly ap- 
preciated and used clinically. There are 
good reasons for this. The confusion ex- 
isting with regard to its connection with 
the action of the external eye muscles has 
been great. In studying the clinical pic- 
ture of convergence insufficiency there is 
no strict parallel in the appearance and 
disappearance of signs and symptoms. 
The relation of accommodation and con- 
vergence, especially a deviation of the 
two, has of itself given rise to complaints. 
Finally, vague complaints of eyestrain 
can be typically on a neuropathic basis, 
to such an extent that the picture can be 
often entirely dominated by it. 

The symptoms are fatigue after close 
work for a certain period; inability to 
read for a considerable time; “eyestrain” ; 
headaches after indoor work while in out- 
door work there is no complaint; aware- 
ness of one’s eyes and of the fact that 
they have to do strenuous work when 
looking at a close distance; occasional 
dizziness; and the feeling that the eyes 
must voluntarily keep working together. 
These symptoms vary greatly with the pa- 
tient’s general condition. Usually in the 
morning they are absent, coming on grad- 
ually as the day goes by and in proportion 
to the amount of close work done. In 
times of fatigue, depression or general 
debility they are much more pronounced. 
The neurotic patient is keenly aware of 


MARCH, 1951 


them. In fact, they represent a group of 
typical neurotic complaints. It should be 
kept in mind that these complaints may 
be caused entirely by the constant strain 
exerted on the convergence mechanism 
in cases of convergence insufficiency. In 
mentally well balanced patients it causes 
great discomfort when they force them- 
selves to read for a prolonged period. 

The causes of these symptoms, if they 
represent the clinical entity of conver- 
gence insufficiency, may be manifold. 
They can be grouped under imperfections 
in the anatomic or physiologic character 
of the muscular apparatus itself, as the 
result of physical or mental weakness, or 
as a disturbance of the normal ratio be- 
tween accommodation and convergence. 
As a rule, combinations of these factors 
may be found. 

As far as the signs of convergence in- 
sufficiency are concerned, the main one is 
gradually increasing difficulty to con- 
verge adequately as the near point is ap- 
proached. In convergence insufficiency the 
deviation is always larger at the near 
point than at a distance; in divergence 
excess the deviation for distance is 
greater than for near. Convergence in- 
sufficiency is usually relative; true com- 
plete paralysis is seldom seen. Roper® has 
reported a case of complete voluntary and 
reflex convergence paralysis caused by 
encephalitis. Diplopia for near vision and 
inability to converge remained constant. 

In examining a patient suffering from 
convergence insufficiency with the Maddox 
rod at a distance of 20 feet one may en- 
counter orthophoria or slight hetero- 
phoria. In testing with the Maddox wing 
at 13 inches one always finds exophoria 
much beyond the 6 degrees which are con- 
sidered to be still normal. Determination 
of the near point of convergence in pa- 
tients with convergence insufficiency is of 
relatively slight importance. If one de- 
fines the convergence near point as the 
distance in millimeters from the point of 
maximal convergence to the bridge of the 
nose, 40 mm. is supposed to represent a 
normal value. In convergence insufficiency 
this near point will be found beyond 95 
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mm. In placing prisms, base out, before 
the eyes in order to check the power of 
convergence, one will find very low values; 
while the prism divergence usually will 
be normal. 

Stutterheim® deserves credit for bring- 
ing convergence insufficiency as a clinical 
entity to the profession’s attention in re- 
cent years. In his various publications he 
has grouped together all sorts of conver- 
gence insufficiency. They all have in com- 
mon poor prism convergence and a defec- 
tive voluntary convergence. He and other 
authors, among whom especially Ida 
Mann’? should be mentioned, have pointed 
out that the incidence of these cases is as 
high as 1 to 2 per cent. Every author of 
works on this subject has been struck by 
the nervous factor as a partial explana- 
tion of his patient’s complaints. This ex- 
plains the hesitation to recognize con- 
vergence insufficiency as a distinct clinical 
entity. And although, as has been stated, 
the parallelism between signs and symp- 
toms is not always as close as one might 
wish, the final proof rests on the per- 
centage of cases in which signs and symp- 
toms both disappear after proper treat- 
ment. I should like to mention the names 
and Duke-Elder for confirmation of this 
statement. Prior to the work of Stutter- 
heim, in 1926, Berens, Hardy and Pierce 
had referred to this subject.’ 

All authors agree that convergence in- 
sufficiency can be successfully treated. It 
is of primary importance that the diag- 
nosis should be established and the rela- 
tive importance of the psychological fac- 
tor in every case should be recognized 
and the disturbance eliminated. 

Equally important is it that the general 
condition of the patient should be im- 
proved. I have seen a few striking cases 
in which the complaints started after an 
intensive reducing diet. In 1 case hetero- 
phoria became heterotropia and again 
changed back into heterophoria after the 
patient had improved his general con- 
dition. 

Patients should have their refraction 
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carefully corrected. Myopes should be 
fully corrected; hyeropes may remain 
slightly undercorrected. 

In presbyopic patients the relation be- 
tween accommodation and convergence 
may be the crux of the matter. It is for 
this reason that prisms in the reading 
glasses are sometimes beneficial. Gener- 
ally speaking, it is advisable to provide 
preshyopics with separate reading glasses 
containing the prismatic addition rather 
than with bifocals having the prismatic 
addition only in the near part. The power 
of convergence decreases little with age 
in contrast to the power of accommoda- 
tion. 

If the convergence insufficiency is re- 
lated to pronounced exophoria in a young 
person surgical intervention may be indi- 
cated. 

The real treatment of convergence in- 
sufficiency consists in training and stimu- 
lating the voluntary convergence center 
in the frontal lobe and the internal rectus 
muscles. 

Stutterheim does this by placing before 
the eyes prisms of increasing strength. 
Ida Mann advocates using physiologic 
diplopia in her “convergence exercises”. 
She first teaches the patient to recognize 
his physiologic diplopia and then teaches 
him to use this for voluntary convergence. 

Similar exercises have been tried, per- 
haps less systematically, for a long time. 
Scobee refers to them as “idiot’s delight” 
but agrees as to their therapeutic value. 

I quote Ida Mann (Convergence Exer- 
cises, Brit. J. Ophth. 24; 389, 1940) : 

“The exercises should be carried out 
in a dark room with a small light at 
20 feet distance. 

“1. Hold up finger at arm’s length in 
line with the light. Notice that when 
looking at the light the finger appears 
double. Arrange this so that the light 
appears midway between the double 
images. Look at the finger and notice 
that the light is now double. 

“2. Concentrate on the finger and 
move it slowly from arm’s length 
toward the nose and back again. 
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“3. This exercise should not be per- 
formed before the former two are thor- 
oughly mastered. Hold finger one foot 
from eyes and concentrate gaze just on 
top of it in the air. Without moving 
the eyes, remove the finger. Light 
should still be seen double. 

“4. Perform exercise No. 3 but with- 
out finger at all. After exercises 1 and 

2 exercises on the synoptophore and 

after 3 and 4 stereoscopic exercises may 

be helpful.” 

Both Stutterheim and Ida Mann, as 
well as many others, have obtained good 
results with these methods. Cushman and 
Burri'' did both: prism exercises and 
finger convergence exercises for patients 
with exophoria greater for near vision 
than for distance; for patients with exo- 
phoria for near vision only; and in pa- 
tients with a poor adduction-abduction 
balance. They obtained good results in 53 
of 80 patients. 

I prefer the pin-to-nose exercises to the 
treatment with a battery of prisms of in- 
creasing strength. It seems to me that ex- 
ercises with a major amblyoscope are also 
helpful. The ideal treatment is to teach 
the patient his physiologic diplopia exer- 
cises and in the intervals to give him 
orthoptic treatments. 

Personally I have been acquainted with 
the problem and Stutterheim’s conception 
of its importance since 1930, as I 
happened to have as a patient an old 
friend of Stutterheim’s with whom he 
regularly corresponded about the condi- 
tion of his eyes. The patient was a high 
school mathematics teacher and had high 
hypermetropia combined with astigma- 
tism and presbyopia. In the early days 
after Stutterheim’s first publication in 
1931, I experimented with his method on 
3 patients and was not satisfied. After 
that I stopped using his method, and it was 
only after the appearance of Stutterheim’s 
book Squint and Convergence (1942) and 
the publications of Ida Mann and William- 
son-Noble that I realized my mistake in 
so doing. Since then I have been looking 
for suitable cases and have indeed found 
patients who could be helped by conver- 
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gence exercises, obtaining great relief 
from their complaints of eyestrain. 

My experience is not wide enough for 
statistical analysis, but some of my cases 
are reported in the accompanying table. 

In my list of patients, some showed 
improvement of vision. This has been 
noticed by all authors on this subject; 
Stutterheim, Ida Mann and Williamson- 
Noble mention it. Livingston had the same 
experience in training men for the R.A.F., 
and Williamson-Noble has cited Basil 
Lang, who made the same observation. In 
discussing this improvement, Duke- 
Elder™ suggested that “this sometimes 
may be due to the disappearance of small 
central areas of suppression developed to 
relieve the discomfort of diplopia”’. 

Ida Mann suggested that the treatment 
eases the nervous path from the frontal 
cortex to the oculomotor centers, using 
conscious attention as the stimulus and 
the fixation reflex as the source of the 
impulse. In full appreciation of these 
statements, I think there is an additional 
psychologic factor. When patients are 
aware that there is something wrong with 
their eyes they are inclined to express this 
in terms of lowered vision. When the 
handicap is removed, this motive falls 
short and they enjoy better vision. I have 
seen the same thing happen in patients 
with a temporary constriction of the 
visual fields, nothing being wrong with 
the macular region. 

A group that stands apart is composed 
of neurotic patients. The results of any 
new treatment may be extremely good 
but are seldom lasting. A thing to re- 
member, however, is that some patients 
appear neurotic in their complaints but 
are not. 

No ill effects have been seen from con- 
vergence training. 

“Asthenovergence” is not the only an- 
swer to asthenopia, but it definitely is the 
answer for a certain group of patients 
with asthenopic complaints. It has the ad- 
vantage of being detected easily. The ex- 
perience of Stutterheim, Ida Mann, Wil- 
liamson-Noble and others covers over 
1,000 patients who have profited by these 
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training exercises. This stresses the im- 
portance of the simple tests for power 
of convergence in routine examination. 

Convergence Excess.—Convergence ex- 
cess is not uncommon. The symptoms are 
difficulty in reading and headaches after 
close work. They vary with the general 
condition of the patient, and real spasm 
may be observed in neurotic or hysterical 
patients. This spasm of convergence is 
usually accompanied by miosis and ex- 
cessive accommodation. Sounders'* em- 
phasized the fact that the diagnosis of 
spasm of convergence cannot be made un- 
less organic disorders have been ruled out. 
The signs of convergence excess are: 1. 
All ductions are normal. 

2. There is marked esophoria, rela- 
tively much greater for near vision than 
for far. 

3. Prism convergence is increased. 

4. Prism divergence is normal. 

As to the cause of convergence excess, 
one should consider first “excessive near 
work” in children as important. A similar 
tendency is shown by myopic children, 
who usually keep their books too close. 
As has been mentioned, many normal per- 
sons are able to converge voluntarily. This 
may develop into convergence excess ; thus, 
indiscriminate muscle training may do 
harm. Generally speaking, one may say 
that in convergence excess the nervous 
factor plays a very important role. 

As to treatment, fair results may be ex- 
pected in cases of convergence on the basis 
of excessive accommodation. In those cases 
one begins by correcting the refraction 
and the heterophoria, and asks the patient 
to keep his close work at a good distance 
from his eyes. Full attention should be 
paid to posture and illumination. Duke- 
Elder stated that orthoptic treatment sel- 
dom is helpful, and Mayou advocated ex- 
ercises inducing voluntary relaxation of 
convergence. It is of extreme importance 
to obtain, in a patient with convergence 
excess, a good general physical condition 
and an optimum mental state. 

In 1941 Uterméhlen' wrote several ar- 
ticles in which he claimed that he was able 
to help over 90 per cent of his patients 
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complaining of labyrinthine vertigo, with- 
out surgical intervention, by prescribing 
a pair of weak prisms, base in. This state- 
ment was received with skepticism. My 
own experience with this method was re- 
ported in 1942. I saw a patient, a general 
practitioner, who had heard about Uter- 
mohlen’s method and wanted me to do 
what I could for him. He was suffering 
so much that he was unable to shave him- 
self, because looking sidewise in the mir- 
ror invariably caused such vertigo that 
he thought he was going to fall. In walk- 
ing he had to stand still at times, or to 
grasp something, in order not to fall. He 
did not dare to drive his own car, and he 
had decided to give up practicing. I found 
normal vision in each eye after correction 
of his hyperopia, hyperopic astigmatism 
and slight exophoria. He showed good 
ocular cooperation and had no nystagmus 
except when he turned his head abruptly. 
In the media and fundi no abnormalities 
were detectable. His fields for white and 
colors were normal; tension was normal 
in both eyes. His age was 58. Following 
UtermoGhlen’s suggestions, I prescribed a 
prism for each eye of 1 diopter, base in. 
This resulted in a remarkable improve- 
ment. He regained his self-confidence to 
such an extent that he resumed his prac- 
tice, was able to shave and lost his com- 
plaints entirely. He practiced until he 
died of apoplexy, two years later. 

In 1946 Utermohlen read a paper on 
this subject for the French E.N.T. So- 
ciety, and recently Moulonguet and Ribers 
published a paper’ on his work, with case 
reports showing excellent results. 

UtermGhlen’s technic is as follows: He 
does a routine examination of the eyes 
and ears, followed by examination of the 
sense of equilibrium. ‘A first impression 
of the patient’s stability can be obtained 
by asking him to stand erect with feet 
against each other and eyes closed. Some 
patients show at once a tendency to fall 
sideways. This may even be the case when 
the patient tries to stand on one foot with 
his eyes open. The next test is performed 
by turning the patient around his vertical 
axis, his head slightly tilted forward, and 
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Data on Treatment and Results 


Maddox 


Vision Vision Maddox Wing & 
Without Corrective with Rod at Vol. Final 
Patient History Glasses Glasses Glasses 20’ Converg. Condition 
D. W., 21 Headaches, eyestrain 20—1 +0.50+0.50 20 °-16° No headaches, no 
(account- when working at night; 20 ax. 90 20 exop. poor eyestrain; can wor 
ant) has glasses, with which exop. 3° vol. conv. at night 
he can see well, but gets 20 +0.50+0.50 20 
no relief 20—2 ax. 85 20 
R. T., 27 Headaches; dizzy; too 20 +.75 20 13° exop., No complaints 
(house- tired to read at night, 20 20 no vol. 
wife) cannot concentrate conv. 
20 +.75 20 eso. 1° 
20 20 
N. T., 33 Headaches; has given 20 +0.25 +0.25 20 16° exop., No complaints, can 
(teacher) up piano as career on 20 ax. 20 no vol. play piano with 
account of impossibility exop. 4° conv. comfort after day’s 
of concentration on mu- 20 +0.25 +0.37 20 work 
sic; hashadmany glasses 20 ax. 20 
M. A., 37 Headaches at irregular 20 —0.50—0.25 20 15° exop., No complaints 
(engineer) times, oftenonawaking; 40 ax. 180 20 no vol. 
cannot concentrate on eso. 2° conv. 
work when tired; eyes _20 —1.25—0.50 20 
burn and get bloodshot 100 ax. 180 20 
O. L., 25 Headaches; difficulty in 20 +1.25 20 16° exop., Doing splendidly 
(lecturer) reading with and with- 20 20 no vol. 
out glasses for any exop. 4° conv. 
length of time. “Having 20 +1.25 20 
been reading for 20 min. 20 20 
without glasses it is a re- 
lief to put them on, but 
after another 20 min. in 
taking them off the eyes 
burn’ 
C.S., 19 Headaches;needsglasses 20 +0.50+0.50 20 10° exop., Isnow content with 
(teacher) but hates to wear them; 20 ax. 60 30 poor vol. glass; vision 20 in 
wore glasses for 9 years exop. 3° conv. each eye 20 
20 +0.50+0.50 20 
30 ax. 150 25 
O. M., 42 Is abnormally tired by 20 —2—0.25 20 19° exop., Feels much better: 
(clerk) his work to such an ex- 200 ax. 180 20 poor vol. does not tire as 
rent that from 2-4 times exop. 2° conv. quickly; still takes 
daily he is obliged to _20 —2.25 20 nap after supper 
take a short nap; is a 200 20 


clever person and good 
worker 


R. O., 28 Headaches, equally on _20 —1.50—0.50 20 13° exop., No headaches; 
(typist) | working days and holi- 150 ax. 45 20 no vol. wears glasses no 
days; wears glasses con- exop. 4° conv. longer, at home or 
stantly 20 —1.50—0.50 20 office 
150 ax. 135 20 
H. B., 16 Headaches when reading 20—1 20 10° exop., No complaints; 
(school- over 4% hour; needs 20 +1.50 20 poor vol. wears no glasses 
boy) glasses for reading and esop. 2° conv. 
wears them all day long 20 +1.50 20 
20 20 
M. A., 28 Poor vision. not perfect- _20 +4+4+1.25 20 9° exop., Vision with glasses 
(nurse) ly corrected by glasses; 100 ax. 25 40 poor vol. now 20 and 20 No 
easily tired when doing exop. 3° conv. 25 20 
close work; eyes feel 20 +3.50+1.50 20+3 more strain 
strained, burn, occasion- 70 ax. 35 40 
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Data on Treatment and Results (continued) 
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Vision Vision Maddox 
Without Corrective with Rod at Vol. Final 
Patient History Glasses Glasses Glasses 20’ Converg. Condition 

P. V., 26 Needs glasses constantly +2.25+0.75 20 11° exop., Vision with glasses 
(nurse) but wants to get rid of ax. 40 30 poor vol. now 20 each eye, 

them; cannot do close exop. 2° conv. 20 

work at night; easily +2.50+0.25 20—3 uses glasses only 

tired; no headaches ax. 30 25 for near vision 
M.D.V., 42 Tires in reading after 4 +0.25+0.25 20+2 12°-16° Free of complaints 
(astro- hour; is sleepy after 4 ax. exop., no 


nomer) hours’ work; sleeps for 
1% hour, then able to 


exop. 2° vol. conv. 


+0.25+0.50 20+2 


work again for next 4 ax. 
hours 
V. R., 22 Cannot concentrate on —0.50—0.50 20 20° exop., Hardly any com- 
(student) work; has 8 different ax. 180 20 no vol. plaints; resumes 
pairs of glasses; decided exop. 2° conv. study of geography 
to give up study of geog- —_1 —0.75—0.50 20 
raphy ax. 180 20 
K. L., 22 Comes home exhausted, 18° exop., Free of complaints 
(typist) is unable to read or sew no vol, 
at night; sleeps only in none exop. 6° conv. 


wee hours of morning; 
uses prism 2 pr. D. base 
out at work 


s8 88 ss Ss 


O. W., 16 Severe headache when _20 —2 20 10° exop., No complaints 
(school- _—_ wearing glasses especial- 200 20 only slight 
boy) ly; cannot see sufficient- exop. 2° vol. conv. 
ly without _20 —2.25 20 
2 20 
M. W.,19 Is dissatisfied with and 20 +1.50 20 12° exop., No complaints 
(medical without glasses; eyes 20 20 only slight 
student) burn, headaches; eyes exop., 13° vol. conv. 
water, sometimes blurr- 20 +1.50 20 
ed vision, has been using 20 
drops and ointment 
A. H.,32 Headaches; sometimes fingers —4 20 10° exop., No complaints ex- 
(teacher) dizzy; cannot visit 0 ft. 20 no vol. cept of dizziness oc- 
movies without getting exop. 2° conv. _casionally 
bloodshot eyes; feeling fingers —4 


of squinting at times 10 ft 


watching his eyes for nystagmoid move- 
ments. Finally the patient is requested to 
walk backwards from one corner of the 
room to another with closed eyes, having 
first oriented himself well. The patient 
suffering from Meniére’s syndrome will 
fail to do this correctly.” 

Uterméhlen now claims that these pa- 
tients may lose all their complaints when 
given prisms, base in. As the fundamental 
idea is to lessen the convergence, the base 
of the prism should always be in, what- 


ever the heterophoria of the patient may 
be. 
For this purpose of lessening con- 
vergence Uterméhlen uses weak prisms. 
The maximum total value on both eyes 
never exceeds 3 prism diopters. He starts 
with a prism of 14 prism diopter on each 
eye. If the patient is not relieved of his 
complaints the amount is increased grad- 
ually, the stronger prism always being 
put before the eye on the side of the 
weaker ear or the more irritable laby- 
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rinth. Testing patients by having them 
turn and walk backwards with closed eyes 
helps him to decide upon the weakest 
prism necessary to relieve the symptoms. 
As a rule these glasses should be worn 
permanently ; sometimes it suffices to have 
them ready and put them on as soon as an 
attack of vertigo sets in. The whole pro- 
cedure is entirely empiric. 

I should like to report the following 
cases, in which I tried Utermdhlen’s 
method: 

Case 1.—A man 26 years old, after a motor 
accident, had normal eyes and ears but com- 
plained bitterly of dizziness when moving his 
head except when he did this very slowly. This 
condition had existed for a year and a half. 
He was sent to me by his family doctor, who 
asked me to try Utermdéhlen’s prisms. Imme- 
diate relief was obtained by prescribing for 
the right eye + 0:50 x 80 and for the left 
eye + 0.25 x 100, a prism of 1 diopter, base 
in, being added to each glass. Having been 
without complaints for about six months, the 
patient has accidentally discovered that he can 
omit wearing his glasses without difficulty. 
Only when he is tired, and especially after 
taking a drink, he notices his dizziness again. 
Prompt relief is obtained by putting on his 
glasses. After two years he developed the 
habit of always having them with him and 
putting them on only when necessary. 

Case 2.—A man aged 62 was suffering from 
otosclerosis, mainly of the right ear. His right 
ear was deaf, and the right side showed 
stronger irritability of the labyrinth. He 
complained of dizziness while turning his 
head, had to grasp the wall or fence occasion- 
ally and felt uncertain when driving. He had 
heard of Uterméhien’s method and asked for 
prisms. His eyes were normal, showing only 
typeropia of 1.50 diopters and exophoria of 
4 degrees. Prescribing glasses of + 0.50 and 
adding to the right glass a prism of 1.50 
diopters and to the left a prism of 1.00 diop- 
ters relieved all his symptoms. 

In discussing my patients, a striking 
fact to observe is that all 3 patients were 
referred to me for the special purpose of 
obtaining prisms; that is, to receive the 
benefit _of Utermdhlen’s treatment, of 
which they had heard such favorable re- 
ports. This of itself means a strong psy- 
chological impulse and could hardly fail 
to play an important role. 
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Recently I saw a woman patient aged 
45 who was suffering from acute laby- 
rinthitis. I told her about prism glasses, 
expressing the opinion that the effect was 
dubious but offering to prescribe them if 
she wished. Since she is a highly intelli- 
gent woman, I discussed the psychological 
angle with her. At first she had complete 
relief of her symptoms. She could move 
her head in all directions without becom- 
ing nauseated. The next day the glasses 
were of hardly any use. After three days 
I increased the strength of both prisms 
from 1 diopter to 114 diopters. Again 
prompt relief of her symptoms was 
achieved, but it lasted only about five 
hours, after which she took off the glasses. 
She made a very significant remark; that 
in the next two weeks she obtained tem- 
porary relief from dizziness by putting on 
the glasses, and as long as she felt the 
strength of the prisms the relief re- 
mained; but as soon as she was used to 
the prisms (which in the end took only 
about half an hour) the glasses were of 
no further help to her. 

The psychological factor in Utermohl- 
en’s treatment seems to me a most power- 
ful one, and, as vertigo is often a mani- 
festation of neurosis, it is bound to cure 
a number of patients. 

It cannot, however, be denied that real 
ocular vertigo exists. This is “associated 
essentially with muscular anomalies, a 
circumstance not surprising in view of the 
close relationship between oculomotor and 
octavus systems” (Duke-Elder). It seems 
to me, however, that these cases represent 
exceptions. 

I shall continue to try Utermdhlen’s 
prisms in suitable cases, as I am inter- 
ested in helping the patient, even though 
I fail to understand the working prin- 
ciples involved.!® 


SUMMARY 


This presentation is divided into two 
principal sections, one dealing with con- 
vergence insufficiency and the other with 
convergence excess. The author describes 
his methods of treatment and the results 
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he has obtained, with emphasis on atten- 
tion to the psychologic factor. 


RESUME 


Cet article est divisé en deux parties 
principales: la premiére partie traite de 
l’insuffisance de la convergence, tandis que 
l’autre traite de l’excés de la convergence. 
L’auteur décrit sa méthode et donne ses 
résultats en insistant sur le facteur 
psychologique. 


ZUSAM MENFASSUNG 


Die Arbeit zerfaellt in zwei Hauptab- 
schnitte. Der eine beschaeftigt sich mit 
Stoerungen unzureichender Konvergenz, 
der andere mit denen uebermaessiger 
Konvergenz. Der Verfasser beschreibt 
seine Behandlungsmethode und deren 
Ergebnisse und betont besonder die 
psychologichen Faktoren. 


RIASSUNTO 


Questa presentazione e’ divisa in due 
sezione principali, una che tratta di con- 
vergenza insufficiente e l’altra di conver- 
genza eccessiva. L’A. descrive i  suoi 
metodi di trattamento ed i risultati, con 
enfasi sul fattore psicologico. 


RESUMEN 


Esta presentacion se divide en dos 
secciones, insuficiencia convergente y 
exceso convergente. El] autor describe sus 
métodos de tratamiento y los resultados, 
con énfasis sobre el factor psicolégico. 
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Men are sometimes accused of pride, merely because their accusers 
would be proud themselves, if they were in their places. 


There is nothing more universally commended than a fine day; the 
reason is, that people can commend it without envy. 
I doubt whether it be not true, that we hate those faults most in 


others which we are guilty of ourselves.—William Shenstone. 


51 
y= 
2S, 
as 
i 
al 
te a 
ve 
n- 
es 
vs 
In 1947. 
1941. 
at 
n- : 
mn 
ie 
to 
ly 
of 
l- 
re | 
al 
dd 
le 
1S 
r- 
h 
2S 
iS 
365 


Suprapubic Transvesical Prostatectomy 


with Primary Closure of the Bladder 


Improved Technic and Latest Results 


THEODOR HRYNTSCHAK, M_D., F.I.CS. 
VIENNA, AUSTRIA 


cussion of the different forms of 

prostatectomy for benign adenoma 
of the prostate, nor is it concerned with 
the pros and cons of perineal or retro- 
pubic methods as compared with trans- 
vesical methods. My purpose is to report 
the results obtained with my improved 
technic of transvesical enucleation with 
primary closure of the bladder. 

No extensive report of the technic it- 
self can be included here. A monograph 
describing and illustrating the method 
will soon be published.* 

A historical survey of suprapubic 
transvesical prostatectomy reveals that 
until 1934 practically no lasting improve- 
ment had been achieved since the first 
attempt some sixty years ago. Even now 
the methods of choice call for no other 
attempt at hemostasis than to pack the 
prostatic cavity with gauze or to insert 
a bag catheter with, lately, the additional 
help of such hemostatics as gelfoam or 
oxycel. 

All the old methods, such as hot irri- 
gations, the use of concentrated solutions 
of silver nitrate or dextrose, protracted 
compression with a finger and intraven- 
ous or intramuscular injections of hemo- 
static agents, merely stressed, by their 
insufficiency, the necessity of suprapubic 
drainage. 

Suprapubic drainage, however, has 
always been the main drawback of trans- 
vesical prostatectomy, for after with- 


"[eass paper does not attempt a dis- 
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Submitted for publication Jan. 10, 1950. 
*Issued by W. Maudrich, Editor, Vienna VIII, in 


December 1950, 


366 


drawal of the drain the remaining fistula 
requires a long time for healing, often 
involving infection and even necrosis of 
the abdominal fascia and fat tissue and 
greatly retarding final closure. 

In several countries prostatectomy in 
two stages is still favored, but this en- 
tails an even longer period of convales- 
cence and in many cases a third operation 
is required for final closure of the bladder. 


It is small wonder, then, that Millin’s 
operation has aroused general enthusiasm, 
seeing that it requires no opening of the 
bladder. However, even Millin’s method 
has not solved the problem of complete 
hemostasis, nor does it exclude postoper- 
ative fistulas. 

Why did none of us ever dare to suture 
the bladder immediately after enuclea- 
tion? Usually all cavities opened in oper- 
ative procedures are closed at once. 

It was Harry Harris of Sydney, Aus- 
tralia, who first solved this problem. In 
1934 he issued his first publication on 
suprapubic prostatectomy with complete 
hemostatis and primary closure of the 
bladder. In 1935 he favored me with a 
visit in Vienna and taught me his method. 
However, his original technic was so 
complicated that it required his own mar- 
velous dexterity to master its difficulties. 
In the first years my results were un- 
satisfactory; I could not achieve more 
than an 85 per cent incidence of primary 
healing of the bladder without fistula. 

On account of the difficulty of the 
original method, followers of the Harris 
technic were few and far between; a few 
surgeons—Diittmann, Guleke, Heyn, Kul- 
enkampff and Wohlleben in Germany and 
Morson and Hey in England—adopted the 


VOL. XV, NO. 3 


basic idea but developed technics of their 
own. 

Since then fourteen years have gone by, 
during which I have constantly tried to 
improve and simplify the Harris method. 
Each phase has been submitted to con- 
tinuous modifications and improvements, 
and I now think I have reached the goal 
of perfect hemostasis with primary clos- 
ure of the bladder. The operation has be- 
come typical to its smallest detail, easy 
for any surgeon to learn and to perform. 
The only phase that requires some prac- 
tice is the suturing with boomerang 
needles. 

Except for the enucleation itself, the 
entire operation is performed under direct 
vision, each phase can be watched, in- 
cluding the suturing of the prostatic 
cavity. 

After the operation the bladder is 
drained solely by an indwelling transure- 
thral catheter. 

Of the patients in my last 178 consecu- 
tive cases, 5 died, 1 of colisepsis and 4 
of embolism. 

In only 2 cases did a fistula develop. In 
167 cases the bladder healed by primary 
intention; there was no suprapubic es- 
cape of urine in 148 cases. 

The urethral catheter was removed: 


In 50 cases after 1 day 
In 37 cases after 2 days 
34 cases after 3 days 
12 cases after 4 days 
15 cases after 5 days 167 


148 cases 


In 8 cases after 6 days } 
In 7 cases after 7 days 
In 9 cases between 8-14 day J 


In 4 cases between 15-25 day 
In 2 fistulas 


19 cases | 


Generally the patients get up twenty- 
four hours after the operation, rarely 
after forty-eight hours. One hundred and 
forty-eight of 173 urinated and walked 
about normally on the fifth day and 
wanted to go home. However, I generally 
keep them in the hospital until the eighth 
or the twelfth day, as many of my patients 
live far from Vienna. 

Of the 178 patients, 47 had sterile and 
131 infected urine before the operation. 
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Whenever possible, preliminary prepara- 
tion with an indwelling catheter was 
avoided. 

22 patients were under 60 years of age 

85 patients were from 60 to 70 

70 patients were from 71 to 80 

1 patient was 90 years old 

I do not think that any other method 
of prostatectomy, whatever may be the 
mode of access to the prostate, can show 
equally quick and excellent results. 

The aforementioned figures are small 
owing to the fact that my ultimate and 
most important improvement was 
achieved but a short time ago, and these 
figures include only the operations done 
after this last improvement. Since then, 
all results have been equally good, where- 
as previously 15 per cent or more of all 
patients had_ short-lasting suprapubic 
leakage and a convalescence period of over 
twelve days. 

If in spite of these limited statistics 
I am publishing the results, it is because 
I believe that no further improvement of 
the technic can be achieved except one: 
prostatectomy should become an opera- 
tion requiring no urethral drainage at all, 
except during the first twenty-four hours. 
This will be my next goal. 


My method also proves that the earlier 
any organ is allowed to take up its nat- 
ural physiologic function, the sooner 
recovery takes place; a consideration 
which, applied to surgery of the bladder 
in general, should open a vast field of 
new possibilities. 


SUMMARY 


The author announces a new technic 
for suprapubic prostatectomy with pri- 
mary closure of the bladder. There were 
no postoperative hemorrhages, no supra- 
pubic leakage, and only 2 fistulas in 178 
cases; the urethral catheter in 148 cases 
was removed between the first and fifth 
day, allowing free voiding. In the author’s 
opinion prostatectomy should become an 
operation requiring no urethral drainage 
beyond the twenty-four hours immediately 
following the intervention. 
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ZUSAM MENFASSUNG 


Der Verfasser beschreibt eine neue 
Technik der suprapubischen Protataresek- 
tion mit primaerem Verschluss der Blase. 
Es traten keine Nachblutungen und keine 
suprapubischen Undichtigkeiten und nur 
zwei Fisteln in hundertachtundsiebzig 
Faellen auf; in hundertachtundvierzig 
vierzig Faellen wurde der Harnroehren- 
katheter zwischen dem ersten und fuenf- 
ten Tage entfernt und freies Urinieren 
gestattet. Der Verfasser ist der Meinung, 
dass die Prostataresektion ein Eingriff 
werden sollte, der keine Harnroehren- 
drainage fuer laenger als 24 Stunden nach 
dem Ejingriff erfordert. 


RESUMEN 


Se describe una nueva técnica para 
prostatectomia suprapubica con cierre 
primario de la vejiga. En 178 casos no 
hubo hemorragias postoperatorias ni derr- 
ame supraputbico, solamente 2 fistulas; en 
148 casos se retiro la sonda uretral entre 
el primero y el quinto dia, permitiendo 
el vaciamiento libre. El] autor opina que 
la prostatectomia llegaré a ser una 
operaciOn que no requiera canalizacion 
uretral a las 24 horas de la intervencion. 
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RESUME 


L’auteur décrit une nouvelle technique 
de prostatectomie suspubienne avec fer- 
meture immédiate de la vessie. Aucune 
hémorragie post-opératoire n’est rap- 
portée, pas d’écoulement suspubien non 
plus, et seulement 2 fistules pour 178 cas. 
Dans 148 cas, le cathéter uréthral fut 
enlevé entre le premier et le 5e jour, 
permettant alors une _ miction libre. 
L’auteur est d’avis qu’une prostatectomie 
devrait se faire sans drainage uréthral 
aprés les premiéres 24 heures. 


RIASSUNTO 


L’A. descrive un nuovo tecnico per 
prostatectomia soprapubica con chiusuro 
primaria della vescica. Non occorreva 
emorragie postoperatorie, ne’ colatura 
soprapubica, e solamente 2 fistole in 176 
casi; il rimovimento uretrale in 148 casi 
fra il primo ed il quinto giorno, permet- 
tendo ad orinare francamente. Nell ’opi- 
nione del’A. prostatectomia dovrebbe 
divenire un’operazione che non ha bisogna 
del drenaggio uretrale oltre di ventiquat- 
tro ore immediatemente sequente |’inter- 


vento. 


To Our Contributors Abroad 


We regret to announce that under current publishing conditions it has become 
impossible for the Journal to arrange the translation into English of original articles 
submitted in other languages. With the single exception of articles written specifi- 
cally for the Seccion en Espanol, which, of course, do not require translation, we 
must therefore request that all articles henceforward be submitted in the English 
language. Prompt publication can be greatly facilitated if all manuscripts are 
typed in double or triple space to allow room for editorial corrections. Your coop- 


eration will be deeply appreciated. 


Submitted for publication Dec. 15, 1950. 


Case Reports 


Hemangioma of the Cervix Uteri 


SAMUEL J. NIGRO, M.D., F.I.C.S., FRANCIS B. TABAKA, M.D., F.L.C:S. 
CHICAGO 


into two primary types,' the lym- 
phangioma and the hemangioma. 
The lymphangioma is a proliferation of 
the cells lining the lymph vessels, forming 
colorless masses which may be designated, 
according to their appearance and site of 
growth, as simple or cavernous; the cystic 
hygroma also has been classified as a 
lymphangioma.? The hemangioma repre- 
sents a similar type of proliferation of 
the endothelial cells of blood vessels, which 
may become canalized. This mass may 
establish contact with one or more other 
vessels, permitting a parallel flow. Rib- 
bert? has stated that probably, as a rule, 
a hemangioma has no anastomoses with 
normal surrounding vessels except the 
one from which it originated, and that 
there are probably only one afferent and 
one efferent vessel connecting the whole 
hemangioma with its blood supply. 
Hemangiomas are classified‘ by (a) 
means of appearance, (b) type of vessels 
contained in the mass, (c) location and 
(d) inheritability. The capillary heman- 
gioma is composed of vessels resembling 
capillaries and occurs most commonly 
superficially to the skin. The cavernous 
hemangioma is composed of larger thin- 
walled spaces, or caverns similar to those 
found in spleen tissue; it occurs on the 
skin and in special organs, such as the 
liver, the ovary, or placenta or (rarely) 
bone. The angioblasti¢é hemangioma is 
composed mostly of closed vessels and 
may be mistaken for hemangiosarcoma. 
The racemose hemangioma is a rare form, 
composed of a pulsating mass of dilated 
arterioles and capillaries. There are a 
few reports’ of metastizing hemangiomas, 


er are commonly divided 
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all of which were benign in both the pri- 
mary and the secondary lesions. The 
naevus vinosus is primarily a cutaneous 
type which resembles the cavernous he- 
mangioma. The Rendu-Osler-Weber syn- 
drome represents a telangiectatic lesion 
characterized by repeated hemorrhages, 
appearance in mucous tissue and familial 
occurrence. 

A discussion of the treatment of an- 
gioma is outside the scope of this paper. 
The reader is referred to Winer’s excellent 
review of this topic.** 

The first observation of angioma of the 
cervix uteri was reported by Machado in 
1939. The patient had a history of 
chronic cervicitis ; hemorrhage occurred at 
examination, biopsy and cauterization. An 
amputation of the cervix was performed, 
and the subsequent report of the patholo- 
gist gave a diagnosis of chronic cervicitis 
and collum angiomatosis. The second case, 
reported by the same author,® also in- 
cluded a history of chronic cervicitis. In 
this case an incipient carcinoma of the 
collum was suspected; a total vaginal 
hysterectomy was performed; the patho- 


Fig. 1.—Gross appearance of the cervix, showing 
the mass after recurrence. 
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NIGRO AND TABAKA: HEMANGIOMA 


Fig. 2 (above, opposite page).—Section of the cervix, showing intact mucous glands, and areas of 
proliferation. Several blod vessels are seen in the center of the section. 


Fig. 3 (below, opposite page).—Section of the cervix, showing larger areas of extravasated blood. 


logic report included the diagnosis of an- 
gioma of the cervix. The details of these 
cases were reviewed by Machado in 1942% 
and 1943."” 

It is now possible to add 1 more case to 
the literature. Publication was delayed 
until a cure without metastases or recur- 
rence could be definitely confirmed. 


REPORT OF CASE 


The patient, a 28-year-old white woman in 
her first pregnancy, was first seen on Nov. 
17, 1945, complaining of profuse vomiting. 
The last menstrual period had begun on July 
20. The only salient event in the past history 
was an appendectomy without complication in 
1940. Physical examination disclosed a four- 
months pregnancy; the cervix appeared 
eroded, and a fatty papillomatose mass seen 
covering part of the cervix. Conservative 
therapy was instituted until the patient was 


seen again one week later, at which time the 
cervix was cauterized. A routine examination 
on Jan. 17, 1946, revealed no evidence of the 
growth, but on February 3 another papillo- 
matose growth was seen (Fig. 1), and a 
biopsy was performed. 

Microscopic Pathologic Report. — There 
were marked proliferation and thickening, 
with areas of hyperkeratinization on the sur- 
face. The underlying mucous glands were in- 
tact (Fig. 2), and some were filled with mucin, 
granulocytes and desquamated epithelial cells. 
There were many areas of extravasated blood 
adjacent to the aforedescribed region (Fig. 
3). There was dilatation of the arteries and 
veins in a plexiform arrangement (Fig. 4). 
The laboratory diagnosis was _ leukoplakia, 
hemangioma of the cervix, and hyperplasia 
of the cervical mucosa. 

On February 21 the tumor was cauterized, 
and on February 12 light cautery was used 
on the entire cervix. Mucoid polyps in the 


Fig. 4.—Section of the cervix, showing vessels in plexiform arrangement. Note especially the longi- 
tudinal sections of vessels near cross sections, the filled gland and the areas shown in Figure 3. 
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cervical introitus were cauterized on April 6. 
On May 1 a normal child weighing 7 pounds 
and 1 ounce (3.2 Kg.) was delivered, and a 
lateral tear in the cervix was repaired; the 
postpartum course was uneventful. On June 
10 ergotrate was given for bleeding, but the 
cervix was essentially normal on examination 
(Fig. 4). The patient was not seen again until 
Feb. 15, 1949, when she complained of painful 
coitus, vaginal discharge, and clotting during 
the menstrual flow; the cervix again showed 
erosion, but other conditions were within 
normal limits. The patient was seen again on 
Dec. 9, 1950, when the field appeared normal. 

Machado® has postulated that the angio- 
matic formation is a special form of tissue 
reaction to chronic inflammation. From 
this case and those reported by him, this 
seems to be a reasonable postulate, since 
in all cases chronic cervicitis was present. 
One suggestion should be added to this, 
however, and that is the possibility of an 
individual predisposition to this type of 
reaction, probably in the same manner 
that individual predispositions are found 
to other types of tumor development. The 
strongest evidence for this in the case of 
the type discussed above is the appearance 
of the familial characteristic of the Rendu- 
Osler-Weber syndrome. In the case pre- 
sented here it was impossible to determine 
any familial history; Machado did not 
mention this. 

This case is similar to the others re- 
ported except that the hemangioma was 
first seen during pregnancy and recurred 
after initial treatment. The treatment was 
conservative in order to eliminate possible 
fetal injury. Chronic cervicitis was the 
outstanding concurrent symptom; this 
suggested the possibility of carcinoma, 
especially when the mass was seen to 
recur. 


RESUME 


D’aprés une discussion assez bréve du 
sujet, un cas d’hémangiome du cervix 
uterim est décrit en détails. I] est suggéré 
que les conditos inflammatoires chroniques 
entrainment une reaction tissulaire qui 
predispose a la formation hemangiome. 
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ZUSAM MENFASSUNG 


Nach einer kurzen Eroerterung frue- 
herer Arbeiten wird ein Fall von Haeman- 
giom des Gebaermutterhalses im einzelnen 
beschrieben. Es wird angenommen, dass 
chronisch entzuendliche Prozesse eine 
Gewebsreaktion hervorrufen, die eine 
Praedisposition zur Entstehung eines 
Haemangioms schafft. 


RIASSUNTO 


Dopo una breve discussione del lavoro 
precedente, un caso di emangioma del 
collo del utero e’ descritto in particolarita’. 
E’ suggerito che processi inflammatorii 
cronici conduccono una reazione al tessuto 
che predispone la formazione di eman- 
gioma. 


RESUMEN 


Los autores dan cuenta de un caso de 
hemangioma del ttero cervical en una 
mujer de la edad de veintiocho anés. La 
lesion fué reconocida en primer lugar 
durante la prefiez. Volvi6é a ocurrir des- 
pués del tratamiento inicial. Este fué 
conservador para precaver dafio al feto. 
El sintoma saliente fué una cervicitis 
crénica, sugeriendo que el tumor fué 
maligno. ° 


Author’s Note: Grateful acknowledgement is 
made to Drs. E. Nora and H. O. Maryan of the 
staff of Columbus Hospital, Chicago, for their 
assistance in the preparation of this work. 
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Malignant Synovioma of the Hand 


K. L. McSHANE, M.D., F.I.C.S. 


CHEYENNE, WYOMING 


highly specialized form of neo- 

plasm occurring in the extremities. 
Cases have been reported with increasing 
frequency since its identification by Lewis 
in 1927. They are often classified as bone 
tumors of nonosseous origin. Meyerding 
includes synovioma in the fibrosarcoma 
group of tumors. Because of its rare oc- 
currence and the relatively poor results 
following treatment, Haagensen and Stout 
in 1944 reviewed 95 cases previously re- 
ported and added 9 cases of their own. 
Of the 104 cases reviewed, they reported 
only 3 in which there was five-year sur- 
vival. In 1947 Bennett reported a study 
of 32 specimens registered at the Army 
Institute of Pathology during the war 
period 1941-1945. Follow-up studies were 
not completed, but 16 patients were 
known to have died or had local recur- 
rences or metastases, which again points 
to the seriousness of the disease. The in- 
cidence was 3 male to every 2 female pa- 
tients, and the average age was 32 years. 
In only 2 cases did the tumor actually 
involve the synovial membrane, whereas 
giant cell tumors, hemangioma, hyper- 
plasias and other benign lesions almost 
always primarily involve the synovial 
membrane. 

Bennett also noted frequent local re- 
currence following excision and the high 
incidence of pulmonary metastases with- 
out regional gland metastases, which sug- 
gests the blood stream as a frequent route 
of metastasis. The distribution of the 
lesions in the 104 cases was 79 per cent 
in the lower extremity and 21 per cent in 
the upper extremity. The first symptom 
was pain. Approximately half the tumors 
were located near the knee joint, though 
they have been reported as occurring in 
the region of every joint in the extremities. 


M spe synovioma is a rare, 


Submitted for publication Nov. 27, 1950. 
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The gross pathologic picture shows the 
tumors to be firm and nodular, with a 
tendency to infiltrate. They occur close to 
a joint, tendon sheath or bursa, but rarely 
do they project into the synovial cavity. 
On section the tumor is pale and mottled 
from hemorrhage or degeneration. Its 
consistency may also vary with the pres- 
ence or absence of calcification. 

The histopathologic picture is charac- 
terized by two distinct and associated ele- 
ments: the fibrosarcoma elements and the 
synovial elements. 

The therapy employed in the cases re- 
viewed by Haagensen and Stout was of 
four general types: 

1. Irradiation alone or combined with 
surgical intervention. There is no evidence 
that irradiation has even palliative value.. 

2. Local excision. This is the usual 
treatment, or rather the tumor is roughly 
shelled out by blunt dissection. The pro- 
cedure is often repeated for local recur- 
rence as frequently as two, three and in 
1 instance four times. 

3. Excision or exploratory attempt at 
excision followed by later amputation. This 
type of therapy also proved unfortunate, 
as the decision to amputate was usually 
reached after a mutilating and traumatic 
attempt at excision had been made, which 


Fig. 1—Malignant synovioma of the hand. 
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certainly increases the likelihood of me- 
tastases. 

4. Simple biopsy followed by immedi- 
ate amputation. Of 4 patients in the 104 
cases reported by Haagensen and Stout 
as receiving this form of treatment; pul- 
monary metastases developed in 3, and 
1 was well and free of recurrence or 
metastases for eight years, which is the 
longest survival on record following any 
treatment for malignant synovioma. 

From the uniformly poor response to 
the first three forms of therapy it would 
seem the most logical procedure, when 
considering the possible malignancy of a 
periarticular lesion, to obtain an incisional 
biopsy with the least possible trauma and 
follow it immediately with a high ampu- 
tation. It is also suggested that regional 
gland dissection be considered, since 11 
cases of metastasis to the regional glands 
are recorded among the 104 cases reported 
by Haagensen and Stout. 

The diagnosis is established only after 
biopsy, but the possibility of malignant 
synovioma should be kept in mind when 
one encounters any lesion occurring in the 
extremities at or near a joint, tendon 
sheath or bursa, which is growing and 
causing pain, whether it is or is not asso- 
ciated with a history of injury. Santos 
and his associates reported that in more 
than half of the cases under their observa- 
tion irregular deposits of calcium in the 
lesion were demonstrated by roentgen ex- 
amination. 

I wish to report an additional case of 
malignant synovioma treated by local 
excision, with recurrence, and a second 
attempt at excision followed later by 
amputation. 


REPORT OF CASE 


A 46-year-old butcher presented himself 
with the following history: Eighteen months 
before admission to the hospital he felt a pain- 
less small hard lump in the palm of the right 
hand three months after a slight injury in- 
curred in catching a falling crate. This be- 
came sore when he used the meat cleaver. 
Six months after the injury his local physician 
excised the nodule with novocain anesthesia. 
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Fig. 2.—Microscopic appearance of tumor tissue. 


The tumor apparently was not all removed, for 
within three months he noticed its reappear- 
ance, and this time it was painful when he 
bowled. He delayed reporting to another 
physician for eleven months after the original 
excision, until the lump was the size of a 
large olive. This time he had a local osteo- 
path remove the tumor with novocain anesthe- 
sia and insisted that the tissue be ‘“‘sent some- 
where for examination.” At this point the 
pathologic condition was identified, and he pre- 
sented himself for treatment three weeks later. 
Immediate amputation of the upper part of the 
arm was carried out, and gross dissection of 
the hand showed the large amount of tumor 
left behind. The tumor. mass measured ap- 
proximately 3 cm. in length by 2 cm. in diam- 
eter and lay superficial to the flexor tendons, 
growing around but not involving the median 
nerve. Microscopic section revealed a tumor 
composed of spindle-shaped cells with large, 
oval, darkly staining nuclei. These masses of 
cells were separated by some hyaline material. 
Large areas of hemorrhage were present. 
Some cells filled with brown pigment were 
mingled with the tumor cells. 

A follow-up of six months revealed no evi- 
dence of local recurrence or metastases. 


SUMMARY 


The author discusses the statistics on 
malignant synovioma, its pathologic back- 
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ground and its treatment. An illustrative 
case is reported. 


RESUME 


L’auteur étudie les statistiques des 
tumeurs malignes de la synovie, son 
terrain histologique, son traitement. Un 
cas est offert a l’appui. 


ZUSAM MENFASSUNG 


Der Verfasser eroertert die ueber 
boesartige Synoviome vorliegenden Sta- 
tistiken und die pathologischen Hinter- 
gruende sowie die Behandlung der Er- 
krankung. Ein erlaeuternder Fall wird 
mitgeteilt. 


RIASSUNTO 


L’A. discute le statistiche su sinovioma 
maligna, fondo patalogico ed il trattmento. 
Rapporta un caso esplicativo. 


McSHANE: MALIGNANT SYNOVIOMA 


RESUMEN 


Se discute la estadistica sobre sinovioma 
maligno, su cuadro patologico y su trata- 
miento. Se comunica un caso ilustrativo. 
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Science has shown the great circles in which nature works; the man- 


ner in which marine plants balance the marine animals, as the land plants 
supply the oxygen which the animals consume, and the animals the carbon 
which the plants absorb. These activities are incessant. Nature works on 
a method of all for each and each for all. The strain that is made on one 
point bears on every arch and foundation of the structure. There is a 
perfect solidarity. You cannot detach an atom from its holdings, or strip 
off from it the electricity, gravitation, chemic affinity, or the relation to 
light and heat, and leave the atom bare. No, it brings with it its universal 


ties.—Emerson. 
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Editorial 


Hepatic Anoxia and Postoperative Shock 


The important role of the liver in sur- 
gery was emphasized in 1941. In that 
year a classic text on the subject was 
published by Boyce,'! containing all the 
available information on the hepatic 
aspect of surgical physiology. In spite of 
this excellent monograph, the published 
literature since 1941 contains only in- 
frequent additional contributions to the 
role of the liver in surgery. The clinical 
surgeon is still groping in the dark, vainly 
attempting to find the answer to several 
problems connected with postoperative 
complications. An initial step toward the 
solution of many of these problems may 
be taken by studying hepatic physiology. 

My personal interest in hepatic func- 
tion was expressed in a previous publi- 
cation.? Based on the revelations afforded 
by that study, additional valuable data on 
postoperative shock have been revealed. 
During the postoperative period many 
persons were observed to go into periods 
of shock that responded to shock therapy, 
and soon another episode of transitory 
shock supervened. Most often these pa- 
tients had undergone long operative pro- 
cedures under general anesthesia. 

In the treatment of these episodes of 
shock, one of the most valuable adjuvants 
is oxygen. The beneficial effects of oxygen 
for both clinical and experimental shock 
have been studied, proved and described 
by Schnedorf and Orr.’ These investi- 
gators maintain that anoxia is an im- 
portant factor in the development of 
shock. The basis for this is stated to be 
“a fall in blood pressure which causes a 
decrease in the volume and rate of blood 
flow through the capillaries produces 
stagnant anoxia. Secondary reflex and 
anoxic effects upon the respiratory center 
may produce alterations in the depth and 
rate of respiration and thereby cause an 
anoxic anoxemia.””* 

In substantiating their contention, the 


authors present the results of their own 
study as well as a review of the work of 
others. None of these investigators, how- 
ever, has postulated the deleterious ef- 
fect of anoxia on the liver and its asso- 
ciation with shock phenomena. McIver 
and Winter proved experimentally that 
anoxia seriously disturbs hepatic physi- 
ology and produces demonstrable patho- 
logic changes.* 

Supported with this information, I am 
prepared to discuss my own postulation 
of the relation between hepatic anoxia 
and postoperative shock. The onset of 
anoxia may occur postoperatively from 
many causes, according to the underlying 
type of anoxia produced. In a patient to 
whom a general anesthetic is adminis- 
tered, incipient anoxic anoxia is always 
present because of the use of the inhalant. 
Pulmonary obstruction during or after 
operation further increases the tendency 
to anoxic anoxia. This may result from 
tracheal obstruction due to a plug of 
mucus occluding a bronchus, as in massive 
collapse. The development of postopera- 
tive pneumonic consolidation, either local- 
ized or diffuse, is another etiologic factor. 

Anemic or ischemic anoxia occurs in 
persons with preexisting vascular dis- 
turbance or chronic hemorrhage. In this 
situation there is a decreased amount of 
functioning hemoglobin in the blood. Stag- 
nant anoxia is more frequently en- 
countered in elderly patients with cardiac 
disease. Circulatory failure is the under- 
lying cause; this failure may be general 
or local. The general type is the more im- 
portant. It occurs with the major etiologic 
types of heart disease associated with con- 
gestive heart failure. Histotoxic anoxia 
is rarely a factor in the production of 
hepatic anoxia, which is the subject of 
this editorial. In surgical patients with 
circulatory impairment or failure, chronic 
passive congestion of the liver results. 


376 


VOL. XV, NO. 3 


Generalized 


produces 
anoxia 


lycogenic 
which is 
Physiology both < ana proteogenic 


predisposing ; shock. 
to 
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This state further impairs physiologic 
function of the liver. Any of the afore- 
mentioned factors producing anoxia neces- 
sarily results in hepatic anoxia. Although 
the liver has an enormous reserve capacity 
and it is not easily impaired, anoxia 
rapidly produces pathologic hepatic 
changes.® This state of anoxia added to 
a preexisting abnormal condition in the 
liver, such as chronic passive congestion, 
further disturbs normal hepatic function. 
Under these conditions the anoxic damage 
consumes the hepatic protein elements 
and the stored glycogen. These debilitat- 
ing factors leave a cadaveric organ, de- 
pleted of all its reserve capacity. The 
proteogenic function of the liver thus dis- 
turbed is conducive and results in hypo- 
proteinemia. It is known that hypopro- 
teinemia is one of the most potent physio- 
chemical factors predisposing to shock.® 
Depending, therefore, on the amount of 
hepatic damage, the patient will or will 
not go into postoperative shock. Transi- 
tory shock occurs when the protein level 
falls to a critical point beyond which the 
physiochemical harmony collapses. Cor- 
rection of the anoxia and the protein level 
restores the physiochemical harmony, and 
shock disappears until the physiochemical 


hepatic anoxia causes 


EDITORIAL 


impaired hepatic 


disturbed protein 
metabolism results in 


discord again occurs. Diagramatically it 
may be illustrated as above. 

In my opinion, the presence of anoxia 
in the surgical patient is a major con- 
tributing cause of postoperative shock. 
Correction of the anoxia by prevention 
or elimination of the causes that may pro- 
duce anoxia is one of the most beneficial 
prophylactic measures. 

—Bernard J. Ficarra, M.D., F.1.C.S.* 
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Correction 


In the January issue of the Journal, the 
title of Dr. Gilbert F. Douglas, Jr. was 
given erroneously as Assistant Professor, 
Department of Medicine, Medical College 
of Alabama. The title should read as fol- 
lows: “Instructor, Department of Medi- 
cine, Medical College of Alabama.” 


377 


» ~ 
: 
> 
a 
a 
- 
- 
| 
4 
> 
j 
i 


New Horizons 
By the Editor 


The Conquest of Fear 


The recent appearance of sundry stories 
and articles in the popular press marks 
the beginning, it is to be hoped, of a new 
epoch of intelligence with regard to one of 
mankind’s most implacable enemies, the 
malignant neoplasm. Though most of these 
are strictly factual, they are written with 
the style and pace of fiction and should 
therefore do much to stimulate a new 
kind of interest in the problem. There 
has been drama enough, Heaven knows, 
on the negative side; the dread word 
“cancer” has seldom been pronounced 
without a shudder. Human nature being 
what it is, there is a strong possibility 
that, if men and women can be brought 
to see the drama that lies in fortitude and 
a gallant fight toward facing the facts 
as they are, the psychic conflicts of the 
victim of carcinoma will be considerably 
lessened. 


It is therefore fortunate that nearly 
every such story is concerned chiefly with 
the psychic aspects of the matter. The 
shock of diagnosis, the panic terror of the 
next few days, the grim acceptance, the 
staggering sense of frustration and de- 
spair, the suspense, the discomforts of 
treatment, the erosion of the ego, the re- 
sentment not only of the disease itself but 
of the pity and compassion of friends and 
family, the agonizing remorse so well 
known to everyone who has ever “taken 
out” his own suffering on his loved ones 
—all are freely and frankly confessed 
and described, with an intimacy of detail 
both painful and illuminating. Quite as 
freely and frankly the sufferer’s ultimate 
victory is recounted, together with the 
sure inner sense of emotional and spiritual 
enlargement that invariably accompanies 
triumph over self and self-interest in any 
form. 


In a number of cases treatment was 


successful, and the author was spared 
the ultimate test of courage that many 
must face—the knowledge that nothing 
permanently helpful can be done. Facing 
the possibility of death from carcinoma 
is one thing; facing the certainty of it 
is another. Yet any surgeon is well aware, 
from an occasional rare and deeply in- 
spiring experience, that this challenge too 
can be met, and not only gallantly but 
graciously, even with a suggestion of the 
cavalier, up to the very end. It is when 
one encounters such an example of the 
superb heights to which humanity can 
arise that one is confirmed in one’s in- 
stinctive knowledge that heroism is more 
than a word and personal dignity more 
than a romantic figment. Man is often 
ridiculous on the surface, but essential 
humanity has no acquaintance with the 
word. 

Immeasurably the most valuable con- 
clusion to be drawn by any reader from 
narratives of this kind is the knowledge 
that, however it looks at first glimpse, 
there are worse things than cancer. No- 
body, least of all a surgeon, has any de- 
sire to deny the very genuine tragedy 
involved, or to belittle the patient’s suffer- 
ing. But every surgeon’s and every pa- 
tient’s load would be greatly lightened if 
men and women everywhere could be in- 
fused with a realization of their own great 
powers of self-discipline and control. This 
capacity varies, of course, in different 
persons, but it is not too much to claim 
for it an existence and a strength far 
more nearly universal than is commonly 
supposed. 

The psychic element looms large in the 
therapy of malignant disease. Its dangers 
have been lessened in recent years by 
abandonment of the sufficiently asinine 
idea that there is something shameful 
about having “cancer”; even leprosy to- 
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day is losing that stigma. Education to- 
ward an intelligent outlook has done much 
and will do more. But in the last analysis 
there is only one thing that can complete 
the conquest of fear, and that is the 


The new Program for Voluntary Pro- 
tection of Technical Information, a serv- 
ice recently provided by the U. S. Depart- 
ment of Commerce, will meet an urgent 
though largely unrealized need, and should 
also serve to awaken the general public 
to its responsibilities in this direction. 
The indiscreet and injudicious spreading 
of technical and scientific data, whether 
by word of mouth or through the medium 
of print, can be exceedingly dangerous in 
times of crisis like the present. 

The new service, the Department an- 
nounces, “‘will receive requests for advice 
as to whether specific technical data 
should be disclosed, withheld, or given 
limited distribution. The Office of Tech- 
nical Services will obtain expert opinions 
from the interested departments and 
agencies of the Government and will in- 
form the inquirer accordingly.” It is 
pointed out that there is absolutely no 


compulsion involved; the extent to which. 


the service is utilized will depend entirely 
on the sense of individual responsibility 
of those who hold responsible positions in 
any area of communication. 

It should be emphasized strongly that 
this program “is not primarily concerned 
with information already classified as re- 
stricted, secret, confidential or ‘top secret’ 
by the United States Government,” since 
information of this kind is closely guarded 
as a matter of course. What is needed is 
some reliable check on the information 
not so classified but carrying a potential- 
ity of harm if broadcast unwisely; ad- 
vanced industrial developments, strategic 
equipment, special installations, produc- 
tion “know-how” and technology and, in 
the field of science, the results of certain 
types of research—these are the matters 
with which the new service is concerned. 


Voluntary Protection Program 
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NEW HORIZONS 


growth of the individual soul. Through 
pain and suffering men become supermen, 
or they sink forever below the human 
level. To a far greater extent than most 
believe, this is a matter of choice. 


With regard to scientific and technical 
journals, the Secretary’s announcement 
reads as follows: 

“It is not contemplated that persons in 
a position to release unclassified technical 
information will normally call on the 
Office of Technical Services for guidance 
regarding release to known representa- 
tives of recognized scientific and technical 
journals, radio networks, press associa- 
tions and newspapers. Most of these or- 
ganizations have wide experience in safe- 
guarding such material. However, the 
service will be available to both the editor 
and the source of the material if they 
desire to use it.” 

The Journal of the International Col- 
lege of Surgeons, like numerous other re- 
sponsible scientific publications, has long 
since anticipated the program so far as 
its own activities are concerned. As the 
Secretary’s announcement makes clear, re- 
lease of information to the United States 
is tantamount to publication throughout 
the world. When this is taken into con- 
sideration it becomes obvious that at all 
times, and particularly in times of crisis 
and emergency, the utmost care must be 
taken before any facts, however valuable 
in themselves, are made public property. 
What is useful to us will be equally useful 
to any potential enemy of our way of life. 

This Journal, therefore, accedes not 
only willingly but with relief and pleasure 
to this official request that the establish- 
ment of the new Protection Service be 
given the widest possible publicity and 
support. Requests for advice concern- 
ing release of information, whether by 
individual workers or by organized groups, 
should be addressed to the Office of Tech- 
nical Services, U. S. Department of Com- 
merce, Washington 25, D. C. 
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Chapter News 


International College of Surgeons. 
United States Chapter 


Plastic Surgery Section Formed: A group 
of prominent plastic surgeons are now actively 
engaged in forming a Section on Plastic Sur- 
gery. This promises to be one of the most 
interesting and rewarding of the many Chap- 
ter activities. Preliminary meetings are be- 
ing held among officers of the College to 
examine the potentialities and implement the 
plan. 


Assembly Date Extended: The program 
for the forthcoming Chicago Assembly in 
September has been extended by one day. The 
dates are now September 10 to 14 inclusive. 
The extra day will be devoted to presentation 
of papers by the two new Sections, Plastic 
Surgery and Occupational Surgery. 


Exhibit Space: Those who wish to present 
scientific exhibits at the forthcoming Chi- 
cago Assembly are requested to send in their 
applications at once. The closing date for 
receipt of these is May 1. Inquiries should 
be addressed to H. R. Heberlein, Director of 
Scientific Exhibits, Jackson Clinic, 16 South 
Henry Street, Madison, Wisconsin. Details 
and official application blank will be found 
on pages XIV and XV of this issue. 


Museum: An Alexis Carrel museum in the 
College Home is contemplated. The moving 
spirit in this interesting project is Dr. Ralph 
E. Scovel, F.I.C.S., of San Francisco. Many 
interesting exhibits, manuscripts, etc., con- 
nected with the world-famous artificial heart 
experiment will be presented as a permanent 
contribution to scientific and surgical 
archives. 


New York Surgical Section: Dr. Horace 
Ayres, Regent of the United States Chapter 
for the State of New York, is a man of action. 
He is reorganizing state activities on a large 
scale. The First Annual Dinner of the New 
York State Surgical Section was held on 
March 14, with Dr. Henry Kessler, F.A.C.S., 
F.I.C.8., as toastmaster. Speakers of the eve- 


ning, in addition to Dr. Ayres, were Dr. Her- 
bert Acuff, President of the International Col- 
lege of Surgeons; Dr. Henry W. Meyerding, 
President of the United States Chapter, and 


Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 
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Dr. Max Thorek, Founder of the College. The 
meeting was a most enthusiastic one. An open 
discussion of many problems resulted in clari- 
fication of several important issues. 


Journey to Florence: A large group of 
members and officers of the United States 
Chapter have already made travel reserva- 
tions to attend the Third Annual Assembly 
of the Italian Chapter in Florence, which will 
take place on May 4 and 5 of this year. Among 
them are Dr. Herbert Acuff, President of the 
International College of Surgeons; Dr. Arnold 
S. Jackson, Secretary of the United States 
Chapter, and Dr. Max Thorek, Founder and 
Secretary General of the International Col- 
lege of Surgeons. It is confidently expected 
that the already large number of bookings 
will be substantially increased within the next 
few weeks, for the meeting promises to be an 
occasion well worth remembering. <A formal 
announcement, with directions for obtaining 
details of travel and arrangement, appears 
elsewhere in this issue. 


Dr. Strauss Honored: Dr. Alfred A. 
Strauss, F.I.C.S., senior attending surgeon at 
Michael Reese and Mt. Sinai Hospitals, Chi- 
cago, has been awarded the highest tribute 
available to an alumnus of the University of 
Washington at Seattle, having been cited as 
Alumnus Summa Laude Dignatus for 1951. 
He will receive an honorary scroll at Com- 
mencement in June. 


Dr. Strauss interned at Michael Reese and 
has specialized in surgery of the colon and 
stomach. He has sponsored a Strauss Foun- 
dation lectureship at the medical school of the 
University of Washington, in the establish- 
ment of which he took an active part. He is 
also Founder of the Franklin Boulevard Hos- 
pital in Chicago. 


Addendum: Because of a printer’s error, 
the name of Dr. D. P. Hall of Louisville, 
Kentucky, was omitted from last month’s re- 
port of the meeting of the Southern Surgical 
Section in Atlanta. Dr. Hall presented a 
very fine paper entitled “Recurrent Inguinal 
Hernia.” 
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Finnish Chapter: At the Annual Meeting 
of the Finish Chapter, held in Helsinki on 
Jan. 26, 1951, Prof. Dr. Kalle Emil Kallio, 
Professor of Surgery, University of Helsinki, 
was elected President. Prof. Kallio was for- 
merly Surgeon-in-Chief of the Hospital of 
Enso and has been Assistant Chief of the 
Orthopedic Hospital of the Invalid Foundation 
of Helsinki since 1942. He has many con- 
tributions to surgical literature to his credit 
and is a member of the Finnish Society of 
Surgeons, the Nordic Society of Surgeons, As- 
sociation Francaise de Chirurgie, and the 
International Society of Orthopedic Surgeons. 
He has been a member of the National Com- 
mittee of the International Society of Ortho- 
pedic and Traumatologic Surgery. 


The following officers, all of Helsinki, were 
also elected: 
Vice-President 
Secretary 
Treasurer 


Prof. Dr. Ain6é Seiro 
Dr. Atso T. Soivio 

Docent Dr. Tauno I. 
Putkonen 


Before the presentation of scientific papers, 
Prof. Dr. Atso T. Soivio, representative of the 
Finish Chapter to the International Assembly 
in Buenos Aires, gave an account of that meet- 
ing and the activities of the College. 


Haitian Chapter: At the recent First As- 
sembly of the Haitian Chapter of the Interna- 
tional College of Surgeons, the following rep- 
resentative papers were presented: 


Interilioabdominal Disarticulation, by Dr. 
A. Miot, F.I.C.S. 

Surgical Treatment of Chronic Lymphangi- 
tis of the Lower Extremity, by Dr. Con- 
stant Pierre-Louis, F.L.C.S. 

Ureteroenteroanastomosis, by Dr. Antony 
Lévéque, F.I.C.S. 


Dr. Miot’s paper emphasized his conviction 
that in the presence of malignant tumor of the 
lower extremity amputations and disarticula- 
tions should be performed as remotely as pos- 
sible from the tumor site. He recommended 
an interilioabdominal procedure which, he 
pointed out, has been used successfully in 
several countries, not only for malignant 
tumor but for osteomyelitis, tuberculous or 
nontuberculous. Preoperatively the large in- 
testine is thoroughly evacuated, the urinary 
bladder catheterized and the blood group de- 
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Dr. K. E. Kallio. 


termined. The operative technic is divided 
into three stages: (1) anterior, (2) perineal 
and (8) posterior. 

1. Incision is made from the symphysis 
pubic, extending upward slightly above Pou- 
part’s ligament to the anterior superior iliac 
spine. The abdominal muscles and the in- 
guinal ligament are detached and the iliac 
fossa is opened between the peritoneum and 
the iliac bone. The urinary bladder is care- 
fully drawn aside. 

2. The limb is now forcibly abducted. An 
incision is made along the lower border of the 
pubic bone extending as far as the tuber 
ischio. The ischiocavernosus, the transversus 
perinei and the periosteum are detached. With 
an osteotome, the pubic symphysis is sectioned. 

8. The anterior incision is extended from 
the anterior superior iliac spine to the poste- 
rior superior iliac spine, from there coursing 
along the gluteal fold to the perineal incision. 
The sciatic nerve is cut. The iliac bone is 
sawed and the sacroiliac ligaments divided. 
The wound is then closed. Penicillin and 
liquid diet are prescribed as needed. 
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Possible postoperative complications are 
shock, vesical paresis, relaxation of the 
sphincter ani. These can be successfully con- 
trolled. 

The paper by Dr. Lévéque on ureter trans- 
plantation opened with a discussion of recent 
advances and modifications in technic, point- 
ing out that sulfonamides and antibiotics have 
materially reduced mortality and morbidity 
rates. The ureters have been successfully im- 
planted in the urinary bladder, in the cecum 
and in the sigmoid. Not uncommonly the op- 
eration has been performed after hysterec- 
tomies in which one or both ureters have been 
accidentally divided. The ureters may also 
be injured in the course of a difficult labor. 
Other indications are malignant tumor of the 
bladder, ureterovesical fistula and vesical ex- 
trophy. More than fifty different technics for 
ureteral transplantation have been presented. 

Newer surgical technics were also stressed 
by. Dr. Pierre-Louis in his discussion of 


chronic lymphangitis of the lower extremity. 
The theory that this condition is always due 
to filaria has been discredited. Infection is 
the principal etiologic factor, but it may be 
either streptococcic or staphylococcic. Stasis 
due to the upright posture, interfering with 


the circulation, may also contribute. The 
postoperative wearing of an elastic stocking 
or an elastic bandage, the avoidance of the 
standing posture and the administration of 
bebrolysin are recommended. 


German Chapter: The German Chapter of 
the International College of Surgeons will 
hold its Second Assembly on March 28, 1951, 
at the Park Hotel, Hamburg, Germany. All 
members of the College and other interested 
surgeons are cordially invited to attend. 

The meeting will begin at 6 p.m., with the 
following order of business: 

1. Call to order by the President, Prof. 
Dr. G. E. Konjetzny, Professor Emer- 
itus of Surgery, University of Hamburg 

. Roll call 

. Reading of the Minutes of the meeting 
held on February 6, 1950 

. Presentation of new members 

. Announcement that the following mem- 
bers of the German Chapter have been 
elected to the International Board of 
Trustees by the International House of 
Delegates : 

Prof. Dr. G. E. Konjetzny, Hamburg 
Prof. Dr. Arthur Hiibner, Berlin 


MARCH, 1951 


Prof. Dr. Albert Lezius, Hamburg 

6. Adjournment 

After the business session there will be a 
Banquet at the Park Hotel for all members, 
their wives and guests. 

Appointment: Prof. Dr. R. Zenker, of 
Mannheim, has accepted the position of Pro- 
fessor of Surgery and Director of the Sur- 
gical Clinic at the University of Marburg. 

Turkish Chapter: The Turkish Chapter, 
under the leadership of Prof. Dr. Burhaneddin 
Toker, President, and Prof. Dr. Dervis Mani- 
zade, Secretary, held the first of the four 
scientific meetings planned for 1951 at the 
Cerrahpasa Hospital, Istanbul, Jan. 27, 1951. 
Owing to the illness of the President, Prof. 
Burhaneddin Toker, the Vice-President of the 
Chapter, Dr. Feridun S. Evrensel, presided. 

Prof. Manizade spoke briefly on the impor- 
tance of the International College of Surgeons 
and its international activities. Dr. Feyyaz 
Berkay, who has recently returned to Turkey 
after postgraduate studies in the United 
States, spoke on the activities of the United 
States Chapter. 

The following scientific papers were pre- 
sented: 

1. Mesenteric Thrombosis Following Splen- 

ectomy, by Prof. Dr. Fahri Arel. 

2. Case Report of Calcified Hydatid Cyst 
of the Liver Causing Symtoms of Steno- 
sis of the Pylorus, by Prof. Feridun 
Sevket Evrensel. 

. A New Method of Radical Sympathec- 
tomy for Vascular and Trophic Diseases 
of the Lower Extremities, by Dr. Feyyaz 
Berkay. 

. Case Report of Frontal Sinusitis of the 
Hyperplastic Type Causing Exophthal- 
mos, by Dr. Ziyaettin Maktav. 

. Case Report of Phytobezoar Weighing 
1,150 Grams Associated with a Large 
Callous Ulcer of the Lesser Curvature 
of the Stomach, by Prof. Dervis Mani- 
zade. 

. Resection and Plastic Operation on the 
Mandible for Large Adamantinoma, by 
Prof. Dervis Manizade. 

. Case Report of Removal of Broken Knife 
Blade Situated Intradurally After Pene- 
trating Vetebral Canal Three Months 
Prior to Operation, by Prof. Dervis 
Manizade. 

The next meeting of the Turkish Chapter 
will be held in Istanbul in April. 
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General News Notes 


International Health Exhibition and Inter- 

national Medical-Surgical Meetings: An 
International health exhibition, with interna- 
tional medical-surgical meetings devoted to 
every specialty, will be held in Turin, Italy, 
every two years. The first meeting will take 
place in the Exhibition Building in Valentino 
Park, Turin, between May 30 and June 12, 
1951. 
' These events are the work of the Minerva 
Medica journalistic group and are under the 
chairmanship of Prof. A. M. Dogliotti, Direc- 
tor of the Turin Surgical Clinic. 

The First International Health Exhibition 
will comprise the following sections: 

1. Synthesis of Social Health Assistance 

2. Hospital Organization 

3. Hospital Equipment 

4. Pharmaceutical Products 

5. Mother and Child 

6. Medicine and Industry 

7. Rehabilitation and Reeducation of the 
Disabled 

8. Hygiene and Sport 

9. Teaching and Dissemination 

10. Civil and Military Defense of the Pub- 

lic Health 

According to special communiqués, the meet- 
ings in the following specialties are antici- 
pated: General Medicine, General Surgery, 
Gynecology and Obstetrics, Pediatrics, Neuro- 
psychiatry, Otoinolaryngology, Ophthalmol- 
ogy, Urology, Orthopedics and Traumatics, 
Neurosurgery, Angiocardiosurgery, Plastic 
Surgery, Stomatology, Roentgenology, Anes- 
thesia, Hydrology, Phthisiology, Cancerology, 
Rheumatology, Blood Transfusion, Aerosol 
Therapy, Social Medicine, Industrial Medi- 
cine, Medicine of Sports, Sterility and Arti- 
ficial Fecundation, Hospital Technic and Hy- 
giene, Medical Statistics, and History of 
Medicine. 

Distinguished representatives of the vari- 
ous specialties will be invited to attend these 
meetings and lecture on important subjects. 

At the same time, during the fourteen days 
the Exhibition is open, the following national 
and international congresses and _ regional 
conventions will be held in Turin: 

Second Congress of the Italian Society of 
Thorax Surgeons 

Third Congress of the Italian Society of 
Anesthesia 
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Sixth Congress of the Italian Society of 
Nepiology 

Twenty-fourth Congress of the Italian So- 
ciety of Urology 

Fourth National Congress of Blood Trans- 
fusion 

First Congress of the Italian Society of 
Aerosol Therapy 

Second Congress of the Italian Society of 
Pathology 

International Convention of Aeronautic 
Medicine 

Convention of Naval Medicine 

Franco-Italian Convention of Dermatology 

Twenty-fifth National Congress of Doctors 

Seventh National Congress of Doctors of 
Hygiene 

Convention of Stomatology 

International Meeting of Manufacturers of 
Pharmaceutical Products 

International Meeting of Manufacturers of 
Surgical-Medical Machinery 

International Meeting of Medical Reviews. 

Organization of the following artistic dis- 
plays is anticipated: 

1. International exhibition by medical 
artists 

2. Display of posters propagandizing the 
health industries 

3. International display on the theme “Ad- 
vertising, Propaganda and Packaging of 
Pharmaceutical Products” 

4. Competitive display open to amateurs 
of any part of the world for the best photo- 
graphs on the subject of medicine or surgery 

5. Philatelic exhibition in connection with 
health 

The following competitions will also be 
held: 

1. Competition open to doctors who are 
cinema amateurs for films on various themes 

2. Competition open to all journalists visit- 
ing the Exhibition for the best article on the 
event itself. 

At the Teatro Nuovo and other Turin 
theatres, exceptionally important and interest- 
ing events will be organized, among them be- 
ing a concert by I. Dobrowen offered by the 
Italian Radio, plays by J. Barrault, a concert 
by the Orchestra of the Teatro Nuovo with 
the pianist Arturo Michelangeli, modern op- 
eratic works (Dukas) and Italian eighteenth 
century opera (Pergolesi). A detailed pro- 
gram will be issued in good time. 
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Those desiring further information should 
apply to the General Secretary, Prof. S. Ten- 
eff, Palazzo delle Esposizioni al Valentino, 
Turin, Italy. 


Kessler Institute Holds Fifth Annual Am- 
putee Conference: The Kessler Institute for 
Rehabilitation of West Orange, New Jersey, 
will hold its Fifth Annual Amputee Confer- 
ence on April 5, 6 and 7, 1951. The following 


program will be presented: 


Thursday, April 5 


9:00- 9:15 a.m. 
9:15-10:15 ” 


10:15-10:45 ” 


11:00-12:00 ” 
12:00- 1:00 p.m. 
1:00- 1:30 ” 


1:30- 1:45 ” 


2:00- 3:00 ” 
3:00- 4:30 ” 
Friday, April 6 
9:00-10:00 a.m. 
10:00-10:30 ” 


10:45-11:00 ” 
11:00-12:00 ” 


12:00- 1:00 p.m. 
1:00- 2:15 ” 


3:45 ” 


2:30- 


4:00- 4:30 ” 


Saturday, April 7 


9:00- 9:45 a.m. 
9:45-10:15 ” 


11:00-12 :30 p.m. 
12:30- 1.30 ” 
1:30- 2:00 ” 
2:00- 3:00 ” 


3:15- 4:00 ” 


Upper Extremity 
Registration 
Introduction to Amputee 
Problem 
Basic Surgery—Upper Ex- 
tremity 
Mechanical Prosthesis 
Luncheon 


- Cineplasty and Cineplastic 


Prosthesis 
Preprosthetic Training — 
Upper Extremity Amputee 
Film 
Training Technics 
Clinic—Arm Amputees 
Lower Extremity 
Basic Surgery of A.K. 
Anatomy of Lower Extrem- 
ity 
Fundamentals of Locomo- 
tion 
Preprosthetic Care—Band- 
aging—Bed Posture 
Luncheon 
Prosthesis — Selection and 
Fit of Conventional A.K. 
Prosthesis 
Training Principles 
Crutch Walking 
Discussion of Surgical and 
Prosthetic Aspects or Clin- 
ic—Lower Extremity 
Lower Extremity 
Basic Surgery B.K. 
Conventional B.K. Prosthe- 
sis 
Suction Socket Prosthesis 
Luncheon 
Tilting Table 
Demonstration of Training 
Technics A.K. and B.K. 
Amputees 
Round Table Discussion of 
Surgical, Prosthetic and 
Training Aspects 


and 
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Lectures and demonstrations by staff and 
visiting specialists will be presented. The 
Conference is open to doctors, limb makers, 
therapists and other rehabilitation personnel. 
Mrs. Noel Dousman, telephone Orange 3-6571, 
is registrar. The registration fee is $5.00. 


Second International Poliomyelitis Confer- 
ence: This conference has been scheduled 
for September 3-7, 1951 at the Medicinsk- 
Anatomisk Institut of the University of 
Copenhagen, in Copenhagen, Denmark. Spon- 
sors of the meeting are the National Founda- 
tion for Infantile Paralysis of the United 
States and the Danish National Association 
for Infantile Paralysis. Presiding President 
of the Conference is Professor Niels Bohr of 
Copenhagen. 

The Danish Royal Ministry for Foreign 
Affairs is extending invitations to sixty na- 
tions to send official delegates to the Confer- 
ence. These delegates will report on polio- 
myelitis in their respective countries. Physi- 
cians and scientists interested in poliomyeli- 
tis are invited to attend. The Conference will 
invite representatives of societies and organi- 
zations interested in research and treatment 
of virus diseases. 

Transportation and currency arrangements 
are being facilitated by Thomas Cook & Son, 
Wagon-Lits-Cook, and the American Express 
Company. Conference officials announced 
that the Swedish American Lines are making 
available the MS Stockholm, which is sched- 
uled to leave New York on August 25 and to 
arrive at Copenhagen on September 2. 

Requests for hotel accommodations and in- 
formation concerning the Conference may be 
obtained from the Secretariate of the Second 
International Poliomyelitis Conference, Stat- 
ens Seruminstitut, 80 Amager Boulevard, 
Copenhagen s, Denmark. The telegraphic 
address is Poliocon, Copenhagen. 


Convention of American Medical Writers: 
The American Medical Writers’ Association 
will hold its eighth annual meeting at the 
Pere Marquette Hotel, Peoria, Illinois, Sep- 
tember 19. The Convention will be held dur- 
ing the sixteenth annual meeting of the Mis- 
sissippi Valley Medical Society. An impressive 
program is in the making and the Association 
has inaugurated a quarterly bulletin to be 
published during 1951 under the editorship 
of Dr. Lee D. Van Antwerp. 


= 


New Books 


Les Phlebites (Phlebitis). By Lucien Leger 
and Claude Frileux. Paris: Masson et Cie, 
1950. Pp. 300, with 85 illustrations. 


In late years there has been tremendous 
interest in diseases of the venous system. 
Heretofore, except for a description of the 
various veins and their surgical treatment, 
little more than a chapter on phlegmasia alba 
dolens, perhaps, was all that was found in the 
usual textbook. The latest researches on 
thromoophlebitis and phleobthrombosis have 
enriched our knowledge to an immense degree 
so far as psysiology and the pathologic condi- 
tions occurring in the venous system are con- 
cerned. These studies have led to new ap- 
proaches and new therapeutic measures 
resulting in great benefit to patients. It is 
a well-known fact that latent thrombosis may 
eventuate in the various embolic processes, 
thus endangering the patient’s life or setting 
in train a variety of serious consequences. 


Dr. Leger’s work is a thorough study of the 
questions involved. It attacks the subject from 
every point of view; the work has been done 
most painstakingly and constitutes an out- 
standing contribution to the contemporary 
surgical literature. 


A great deal of stress is laid on postopera- 
tive phlebitis, its recognition, prognosis and 
therapy. The early diagnosis and clinical eval- 
uation of signs and symptoms is supplemented 
by phlebographic study in case of doubt. This 
method will often reveal latent thrombosis and 
thus point a way to the proper therapy. 

The chapters on phlebitis and embolism are 
highly instructive and enlightening. Throm- 
bosis of various types and origins is dealt 
with exhaustively, together with various 
therapeutic methods and their several indi- 
cations. 

The authors condemn prolonged immobiliza- 
tion on the ground that it begets muscular 
atrophy and articular rigidity. In therapy 
they make use of vasodilators, intra-arterial 
injections, procaine hydrochloride, heparin, 
heat, refrigeration and roentgen therapy. 
Among the surgical procedures employed by 
them are phlebectomy, thrombectomy followed 
by venous suture, and ligature of the deep 
femoral vein, the superficial femoral vein and 
the vena cava, respectively. The technics of 
these operations and clinical reports of their 
results are included. 


An evaluation of the differences between 
so-called ‘functional phlebitis” and “surgical 
phlebitis” is an absorbing phase of the work. 
Obstetric phlebitis in all its aspects is thor- 
oughly analyzed. It is pointed out that ques- 
tions which obscure the etiologic and thera- 
peutic understanding of this problem may 
often be solved by phlebography. 

Although the book presents many new ideas, 
older concepts and established methods are de- 
scribed as well. The well-known laissez-faire 
attitude so prevalent with regard to these con- 
ditions is deprecated and sounder therapeutic 
measures advocated. 

This work will provide an active impetus 
to progress and success in such procedures as 
the use of anticoagulants, surgical venous 
operations and prophylaxis. It can be recom- 
mended unreservedly to students, medical men 
and surgeons; in fact, to all who are interested 
in the advancement of modern knowledge of 
diseases, their prevention and cure. It is to 
be hoped that this classic work will be trans- 
lated into English. 


Varicose Veins. By R. Rowden Foote. St. 
Louis: The C. V. Mosby Company, 1949. Pp. 
226, with 181 illustrations and 2 color plates. 

Mentioning the fact that no book entirely 
devoted to the subject of varicose veins has 
apparently been available heretofore in the 
British literature, the author has based this 
work on a comprehensive foundation, includ- 
ing a discussion of the history of therapy 
with regard to varices. The relevant anatomic, 
physiologic and pathologic data are explored. 

Study, diagnosis and treatment of varicose 
conditions make up the bulk of the subject- 
matter. There is a chapter on varicose ulcera- 
tion; a section on thrombophlebitis and pul- 
monary embolism, and a_ discussion of 
anticoagulant therapy. Supportive and com- 
pression therapy are described. 


Rest and Pain. By John Hilton. Philadel- 
phia and London: J. B. Lippincott Company, 
1951. Pp. 503, with 104 illustrations. 

This welcome reissue of a famous medical 
classic has been newly edited by E. W. Walls, 
M.D., Ch.B., Professor of Anatomy in the Uni- 
versity of London, and Elliot E. Philipp, M.A., 
M.B., B. Chir., M.R.C.S., M.R.C.0.G., Hom. 
Dem. at Middlesex Hospital Medical School, in 
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collaboration with H. J. B. Atkins, D.M., 
M.Ch., F.R.C.S., Director of the Department 
of Surgery at Guy’s Hospital. It is the sixth 
edition and appears eighty-eight years after 
the original publication of the work by Bell 
and Daldy of Fleet Street, London. 

As is well known, the work is a series of 
lectures. John Hilton was famous for his life- 
long insistence on the restorative processes of 
nature. His name is indissolubly associated 
with such maxims as “Let well alone” and 
“Pain the monitor, rest the cure.” He set 
great importance on pain as an aid in diag- 
nosis. 

Merely as reading, the lectures are as de- 
lightful as ever; and in this age of special- 
ization and specialized equipment and technic 
the therapeutic precepts of Hilton are well 
worth restudying. The tremendous humanity 
and keen common sense of his approach are 
both unusual and stimulating. 

The book deals with the body as a whole, 
and Hilton’s well-known insistence on the ana- 
tomic background (his contemporaries nick- 
named him Anatomical John) adds much to 
the reader’s understanding of pathologic 
mechanisms. 

The new edition is beautifully printed and 


specially bound in green cordoba, with a die- 
stamped medallion of Hilton’s head on the 
cover. It is a handsome addition to anyone’s 
library. 


Hebrew Medical Journal, Vol. 2, 1950. 
Moses Einhorn, Editor. 

With the publication of Volume 2, 1950, of 
The Hebrew Medical Journal (Harofe Haivri), 
further aid is given to the newly established 
Hebrew University Medical School in Jerusa- 
lem through the contributions this Journal 
makes toward the development of the Hebrew 
medical literature. Containing articles written 
in Hebrew with English summaries, the 
twenty-third year of its publication has just 
been concluded under the editorship of Moses 
Einhorn, M.D. 

Among the articles of particular interest is 
one by Dr. M. Temkin on the various infec- 
tious diseases which existed in Palestine and 
which have recently been checked by the 
Health Department of the Government of Is- 
rael. These diseases include malaria, typhoid 
fever, pappataci and amebiasis. Other worth- 
while presentations are “Surgical Treatment 
of the Painful, Stiff Hip; The Resection- 
Angulation Operation” by Henry Milch, M.D., 
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and “Electroencephalography and the Epilep- 
sies” by Samuel J. Lipnitzky, M.D. : 

There is a section entitled ‘Personalia,” 
which contains biographical sketches on the 
prominent Dr. David Israel Macht, commemo- 
rating the fortieth anniversary of his scien- 
tific research, and on the life and work of 
Dr. Harry Friedenwald, Dr. Abraham J. 
Rongy, and Dr. Nathan Ratnoff. Dr. Zuss- 
mann Muntner of Jerusalem presents a 
twelfth century manuscript on diarrhea by 
Abu’l Walid Ibn Rosh (Averroes, the Philos- 
opher) under the section called “Old Hebrew 
Medical Manuscripts.” 

Further information about the Hebrew 
Medical Journal may be obtained from the 
editorial office, 938 Park Avenue, New York 
28, N. Y. 


Immortal Magyar. By Frank G. Slaughter. 
New York: Henry Schumann, 1950. Pp. 210, 
with portrait illustrations. 

This fine biography, subtitled “Semmelweis, 
Conqueror of Childbed Fever’, is the fifteenth 
volume to be published in the Life of Science 
Library, the purpose of which is to present 
for the general reader, in nontechnical terms, 
the history of major scientific developments. 
It is a thoroughly competent presentation of 
the life and work of that martyr to science 
whose only professional misdemeanor was tell- 
ing his obstetrical colleagues to wash their 
hands. 

The main facts of Semmelweis’ career are 
too well known to need recapitulation here. 
The fact remains, however, that the spirit of 
obstinate reaction to newly discovered truth 
is by no means dead or even moribund, and 
that, although violent persecution to the point 
of driving the discoverer mad no longer pre- 
vails, recent world events have clearly shown 
how easily the balance may be tipped toward 
retrogression and superstition. If for no other 
reason than this, it is worth while to ponder 
again the heroic and dramatic resistance, 
never abated, of one of the truly great figures 
in medical and surgical history. 

The present biography is well and dispas- 
sionately written, by an author who is a sur- 
geon as well as a novelist. It therefore carries 
the authentic atmosphere of professional life 
as well as the unprejudiced approach of the 
scientific mind. Nothing is overdrawn, for 
there is no need; the facts themselves are 
striking enough in all conscience. The book is 
a worthy addition to any library. 
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Abstracts from Current Literature 


The Spread of Carcinoma of the Colon and 
Rectum. Grinnell, R. S., Cancer 3:641, 
1950. 

In a study to correlate the prognosis with 
the pathologic picture (1) local spread, (2) 
the venous circulation and (3) the lymphatics. 

Robert S. Grinnell of the Department of Sur- 

gery, Presbyterian Hospital, College of Physi- 

cians and Surgeons, Columbia University, 

studied 86 carcinomas of the colon and 78 

carcinomas of the rectum. 


Annular carcinomas of the colon showed a 
significantly higher incidence of vein invasion 
and a lower incidence of five-year survival 
than did nonannular lesions. In the rectum, 
the same trend toward greater vein invasion 
and poorer survival was seen in the annular 
carcinomas. The small rectal lesions showed a 
significantly higher rate of node metastasis 
than did similar lesions in the colon. They 
showed also a poorer five-year survival rate 
than did lesions of the small colon, although 
this difference was not statistically significant 
in the limited number of cases involved. It is 
concluded that small rectal carcinomas should 
have, with few exceptions, as radical an ex- 
cision as larger ones. 


The incidence of vein invasion was 33 per 
cent for the colon and 36 per cent for the 
rectum. It varied with the depth of penetra- 
tion of the tumor in the bowel wall. (Duke’s 
classification: A cases, 3 per cent; B cases, 25 
per cent; C cases, 49 per cent). Thus vein in- 
vasion was relatively frequent before the mus- 
cle wall of the bowel was penetrated and was 
much more frequent after penetration, even 
before node involvement had occurred. The 
five-year survival rate was significantly af- 
fected by the presence or absence of vein 
invasions. 

Metastases to the liver were significantly 
more frequent when vein invasion was ob- 
served in the specimen than when it was not. 
Involvement of the liver was not observed 
in any A cases but occurred in 11 B cases (28 
per cent), showing the need for early opera- 
tion to meet the threat of venous metastasis. 

The presence or absence of metastases to 
the nodes greatly influences the five-year sur- 
vival rate, and paralleled closely the effect of 
vein invasion on survival. The dividing line 
in prognosis seems to fall between four to 
five metastic nodes, five for the colon and four 
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for the rectum. The data presented suggest 
that at least three-fourths of the patients 
with more than five mestastic nodes may be 
expected to die within five years. Extension 
of carcinoma to the veins is not so frequent 
as metastasis to the regional nodes but, 
when present, constitutes a nearly equal haz- 
ard to survival. The need is for earlier as 
well as more radical surgical intervention to 
meet both these threats. 
H. J. ROSEVEAR, M.D. 


Physiopsychologic Treatment for Postopera- 
tive Urinary Retention. Treiger, P.; To- 
varek, J. J., and Casciato, N. A.; Am. J. 
Surg. 80:195, 1950. 


The authors studied 2,000 consecutive sur- 
gical cases in one hospital to determine a 
means of preventing postoperative urinary 
retention. The first 1,000 were taken from 
the files and showed an incidence of catheteri- 
zation of 18.3 per cent. The second 1,000 were 
treated by physiopsychologic methods—com- 
plete privacy, encouragement of the patient 
to void preoperatively from a recumbent posi- 
tion in order to overcome any existing psychic 
block, provision of a urinal or a bedpan at all 
times and within easy reach, and avoidance 
of asking the patient to void or whether he 
has voided prior to fourteen hours postopera- 
tively. 

Early rising was practiced routinely, and 
the usual measures to relax a tense perineum 
were employed. The catheter was used only if 
the patient had bladder discomfort or if the 
bladder was palpable or percussable abdomi- 
nally. In this group only 1.7 per cent required 
catheterization, and there was no postopera- 
tive urinary infection. The 17 failures were 
all classified as neurotic. Five patients had 
had previous surgical treatment with cathe- 
terization; 1 was a deaf mute, and 1 had 
postatism. The authors conclude that in any 
hospital, in the average run of surgical pa- 
tients, the incidence of postoperative urinary 
catheterization depends upon the knowledge 
of the surgeons and house staff as to the 
physiologic and psychologic facts involved. 

Howakrp S. STERN, M.D. 


Air Embolism in Blood Donors. Ende, N., 
and Ziskind, J., J.A.M.A. 143:1483, 1950. 
Since the literature contains several reports 
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of fatal and nonfatal air embolisms in blood 
donors, the authors studied the situation and 
devised a tube which they assert will help 
to prevent this unnecessary accident. In a 
series of experiments they determined that, 
when the vacuum has been lost in the collect- 
ing bottle, the increased venous pressure 
distal to the tourniquet will create positive 
pressure in the bottle, which on release of the 
tourniquet can force into the vein of the 
donor a quantity of air that may exceed the 
lethal dose. 

The factors influencing the actual pressures 
reached in the bottle are (1) the pressure of 
the tourniquet; (2) the distance of the bottle 
below the donor, and (3) the total capacity of 
the bottle. The criteria required for the pro- 
duction of air embolism are (1) ‘loss of vac- 
uum in the bottle and (2) release of the tour- 
niquet with the set still connected to the do- 
nor’s vein. Loss of vacuum may be diagnosed 
by shaking the bottle; a loud, clear splashing 
sound indicates that the vacuum has been 
lost. 

The authors recommend the addition of a 
small window to the usual plastic tubing, over 
which is placed a thin rubber diaphragm. 
The diaphragm is indented in the presence of 
a vacuum, and resumes its normal position 
when the vacuum is lost. 

HOWARD S. STERN, M.D. 
Prolapse of the Gastric Mucosa. Rudner, 

H. G., South M. J. 43:480, 1950. 

Prolapse of the gastric mucosa was ob- 
served 22 times (2.8 per cent) by Rudner in 
a series of 785 patients on whom studies of 
the upper gastrointestinal tract were con- 
ducted over a one-year period. 

This experience has convinced the author 
that the condition merits recognition as a 
clinical entity, although gastroenterologists 
generally have refused to concede that pro- 
lapse of the gastric mucosa has any pathologic 
significance. Although many ingenious the- 
ories have been brought forth, the basic ab- 
normality in this condition is believed to be 
abnormal mobility of the mucosa upon the 
muscularis, associated with excessive peris- 
talsis. 

An outstanding feature of prolapse of the 
gastric mucosa is the inconstancy of its clin- 
ical manifestations in both degree and dura- 
tion. In addition to the usual symptoms of 
the upper part of the gastrointestinal tract, 
there is chest pain with evidence of shock, 
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as in coronary thrombosis, hematemesis, and 
melena. In fact, it is stated that bleeding may 
be the chief or even the sole manifestation of 
the disturbance. Between attacks, which usu- 
ally begin thirty to sixty minutes after meals 
and which are relieved by vomiting, the pa- 
tient may be quite comfortable. 

The diagnosis depends entirely upon the 
results of roentgenographic study. Because 
the picture is a remarkably inconstant one, 
reported fluoroscopic studies and numerous 
serial roentgenograms may be necessary. The 
characteristic shadow is shaped like an open 
umbrella or a mushroom projecting into the 
duodenal bulb. 

Treatment is conservative and symptomatic 
for all but the severely disabling condition, 
which renders surgical correction necessary. 
At operation, failure to palpate the lesion does 
not refute its existence. The surgeon should 
not hesitate to open the stomach under such 
circumstances provided the roentgen picture 
is conclusive. Some surgeons advise excision 
of the redundant mucosa and pyloroplasty, 
whereas others prefer partial or subtotal gas- 
tric resection. 

It is important to state, as is developed in 
the discussion of Dr. Rudner’s paper, that the 
existence of a prolapse which can of itself 
produce symptoms sufficiently severe to just- 
ify surgical treatment is viewed with con- 
siderable skepticism. It is stated also that 
the presence of prolapsing mucosa is not 
clinically significant and that hemorrhage, 
when it occurs in patients with prolapsing 
mucosa, is probably due to peptic ulceration, 
or hiatal hernia or some other definitive lesion. 

THOMAS WILENSKY, M.D. 


A Case of Uterus Didelphys with Unilateral 
Gynatresia. Embrey, M. P., Brit. Med. J. 
1:820, 1950. 

Developmental anomalies in the female 
genital tract can arise either from failure of 
canalization or from a lack of fusion of the 
mullerian ducts. 

There can be no doubt of the infrequency 
of complete duplication of the genital tract 
(uterus didelphys) complicated by unilateral 
atresia with menstrual retention, as in the 
case described. 

The association of congenital abnormalities 
in other systems with defects in the genital 
tract is discussed. 

EDMUND LISSACK, M.D. 
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Armamentarium 


Postoperative Protection: A drug entitled 
Epsilan Phosphate, believed to prevent post- 
operative thrombi, has been introduced by the 
Warren-Teed Products Company. It is as- 
serted that Epsilan Phosphate will maintain 
high antithrombin levels intramuscularly, in 
conjunction with intravenous calcium glu- 
conate. The dangers of anticoagulant therapy 
are apparently avoided, particularly in pre- 
venting postoperative hemorrhagic diathesis. 

Sulfonamide Mixture: Tricombisul, a com- 
bination of sulfacetimide, sulfadiazine and 
sulfamerazine, has been developed by the 
Schering Corporation. It is claimed that this 
preparation reduces the hazard of renal con- 
crement formation almost to the vanishing 
point, and that it also diminishes the likelihood 
of allergic reactions. Tricombisul is available 
in 0.5 Gm. tablets in bottles of 100 and 1,000 
tablets. 

New Drainage Cup: Codman & Shurtleff, 
Inc., of Boston has prepared a new drainage 
cup for ileostomies and fistulas. A Bellinger 
Ileostomy Cup set comprises a lucite cup with 
adjustable baffle, two rubber cup bases, rub- 
ber cement, and protective paste. Cups are 
available in three sizes: 134 inches, 244 inches 
and 314 inches inside diameter. The distribu- 
tors claim that the apparatus is most useful 
in the early postoperative period because it af- 
fords prompt removal of irritative discharges 
and protects the skin surrounding the stoma. 
The Bellinger Cup may also be utilized satis- 
factorily in cecostomies and several types of 
fistula. 

Disinfectant Detergent: A preoperative 
hand preparation has been released by 
Winthrop-Stearns of New York, and it is 
said that this preparation disinfects after a 
two-minute scrub without the use of a brush. 
A nonsensitizing disinfectant detergent re- 
ducing the number of postoperative wound 
infections, pHisoderm with hexachlorophene 
3 per cent is absorbed by the skin, and low 
bacterial counts may be maintained if the de- 
tergent is used frequently. It is packaged 
in bottles of 16 ounces and 1 U.S. gallon, and 
in 3-ounce refillable hand dispensers. Plain 
pHisoderm is a sudsing detergent for use in 
all dematoses requiring thorough yet gentle 
cleansing. It is available for average, dry or 
oily skin. 

Improved Blades: Improvements have been 
made upon Crescent surgical blades, says the 


Crescent Surgical Sales Company of New 
York. It is claimed that the high-carbon, 
fined-grained Swedish steel tends to give 
longer life to the sharpness of the blade. Also, 
Crescent Surgical Blades are now aluminum 
foil-wrapped, which renders them moisture 
proof in any climate. 

Six-Tube Centrifuge: Less time is required 
for tube balancing and sedimentation is in- 
duced faster with Gomco No. 386 electric 
centrifuge, claims the Gomco Surgical Man- 
ufacturing Corporation of Buffalo, New York. 
This centrifuge holds six 15-millimeter tubes 
for a 10-inch swing at a constant angle of 
55 degrees. It is quiet running, has a squat 
design and is provided with rubber feet which 
prevent it from creeping. Fine speed adjust- 
ments may be made up to 3,200 revolutions per 
minute on alternating current. 

New Coronary Vasodilator: In introducing 
the new coronary vasodilator Eskel, Smith, 
Kline & French Laboratories of Philadelphia 
say of their product that the coronary dilating 
activity of “Eskel’’ is five times greater than 
that of aminophyllin. “Eskel’” has no demon- 
strable effect on the myocardium and only a 
negligible effect on blood pressure and pulse 
rate. It is said to give marked relief to a high 
percentage of angina pectoris patients and is 
of considerable value in the treatment of 
chronic bronchial asthma. The drug is pack- 
aged in bottles of 50 tablets, each tablet con- 
taining a mixture of active principles, chiefly 
khellin (extracted from the plant Ammi 
vishnaga), equivalent to 40 mg. of crystalline 
khellin. 

Laboratory Press: For general research 
purposes in biology, physics or chemistry, a 
small but powerful laboratory press is pre- 
sented by Fred S. Carver, Inc., Hydraulic 
Equipment, of New York. This instrument 
is said to provide pressures up to 20,000 
pounds; temperatures to 400 F. Interchange- 
able accessories are available for optional 
use and provide means of handling about 60 
general applications of small scale pressing 
tests. 

Inert Gases: The Linde Air Products Com- 
pany of New York and Toronto, a unit of the 
Union Carbide and Carbon Corporation, is 
offering helium, neon, argon, krypton and 
xenon in commercial-size cylinders for lab- 
oratory use. Information as to size, price, 
purity tolerance and special rare gas mix- 
tures will be sent upon request. 
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LAWRENCE L. ISEMAN 
M.D., F.A.C.S., F.1.C.S. 


Dr. Lawrence L. Iseman, prominent Chicago 
surgeon and former associate of the late John 
B. Murphy, died recently in the Wesley Memo- 
rial Hospital at the age of 71. Dr. Iseman was 
chief surgeon of the Illinois Central Hospital 
from 1915 to 1920 and professor of surgery 
at the Chicago Medical School from 1918 to 
1930. He was attending surgeon at the Chi- 
cago Memorial Hospital. During the last 
twenty years of his life he had devoted much 
time to research in biochemistry -and various 
allergies. He was particularly well known for 
his remarkable successes in the correction of 
obesity. 

A graduate of Johns Hopkins, Dr. Iseman 
had been in practice in Chicago since 1908. 
A thoughtful and kindly man, introspective yet 
genially social, he made many friends not only 
among his patients and colleagues but among 
those who did not require his professional 
services. 

Dr. Iseman was a member of the American 
Medical Association, the American College of 
Surgeons, the International College of Sur- 
geons, the American Association for the Ad- 
vancement of Science, the Illinois and Chicago 
Medical Societies, and Phi Delta Theta fra- 
ternity. He is survived by three sisters and 
a brother, to whom the heartfelt sympathy of 
his colleagues in the International College of 
Surgeons is extended. 


TADEUSZ M. LARKOWSKI 
M.D., F.A.C.S., F.1.C.S. 


On Dec. 30, 1950, Dr. Tadeusz M. Larkow- 
ski, chief surgeon and chief of staff of St. 
Mary of Nazareth Hospital, Chicago, died at 
the age of 52. A graduate of the University 
of Chicago and Rush Medical School, Dr. 
Larkowski did postgraduate work at the Allge- 
meine Krankenhaus in Vienna, the Laboratory 
of Surgical Technique in Chicago, and the 
University of Illinois. He served his intern- 
ship at St. Mary of Nazareth Hospital and 
was an attending surgeon at Cook County 
Hospital. Since 1925 Dr. Larkowski had been 
on the faculty of Loyola College of Medicine 


In Memoriam 
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and had been professor of surgery since 1944. 
From 1940 to 1944 he was professor of sur- 
gery at the Cook County Graduate School of 
Medicine. His practice was devoted entirely 
to general surgery. 

Dr. Larkowski was a member of the Amer- 
ican Medical Association, the Chicago Medical 
Society, the Illinois State Medical Society, the 
American College of Surgeons, the Interna- 
tional College of Surgeons, and was a Diplo- 
mate of the American Board of Surgery. The 
officers and members of the International Col- 
lege of Surgery extend the warmest sympathy 
to the bereaved. 


EDWARD RODERICK BENEDICT McGEE 
M.D., F.I.C.S. 


Dr. Edward Roderick Benedict McGee, 73, 
died recently at Berlin, New Hampshire. He 
was a graduate of the University of Vermont 
and pursued his postgraduate studies at the 
New York Post-Graduate Medical School and 
the Harvard Medical School. In 1916 Dr. 
McGee took the Chevalier Jackson Course in 
Bronchoscopy and Esophogoscopy. During the 
first World War he served in the medical corps 
and later as major in the Medical Reserve 
Corps. He was senior surgeon in the St. Louis 
Hospital at Berlin, New Hampshire, for 
thirty-one years and was a member of the 
advisory board of that hospital from 1905 to 
1936. He continued as a member of the visit- 
ing staff of the St. Louis hospital for many 
years. 

Dr. McGee helped to organize and was 
senior surgeon of the Clinic Hospital in Berlin. 
In a teaching capacity he taught surgical 
nursing to the student nurses at the St. Louis 
Hospital. Active in the civic life in Berlin, 
Dr. McGee was mayor of the city for three 
consecutive terms and was director for many 
years of the Berlin Symphony Orchestra. 

In addition to Fellowship in the Interna- 
tional College of Surgeons, Dr. McGee was a 
member of the American Medical Association, 
the Coos County Medical Association (of 
which he was past president) and the New 
Hampshire Surgical Club. 
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